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LENORE KORKES, Pu.D. 


Physicians’ attitudes 


toward the mental health problem 


A survey of information, opinions and atti- 
tudes about mental illness of doctors cur- 
rently practicing in New Jersey was under- 
taken for the department of research in 
neurology and psychiatry of the New Jersey 
Department of Institutions and Agencies.’ 
The pre-testing of items, field work and 
tabulation of findings were executed by 
Audience Research, Inc., of Princeton, of 
which George Gallup, Ph.D., is director. 

The present report is the result of a 
statistical evaluation of the data. All re- 
sponses have been cross-tabulated with the 
following sociological variables: age, num- 
ber of years in practice, rural versus urban 
county residence, type of practice (general 
or specialized) and religious preference. 

Chi-square tests have been performed 
and all the findings presented below related 
to these five variables have satisfied at least 
the .05 probability level unless it is other- 
wise indicated. 

There were too few cases of female or 


colored doctors in the sample to permit of 
any evaluation of the variables of sex and 
color. 


SELECTION OF RESPONDENTS 


The names of the doctors interviewed were 
selected from lists of doctors (excluding 
those who specialize in the care or treat- 





Dr. Korkes is in the department of research in 
neurology and psychiatry of the New Jersey Depart- 
ment of Institutions and Agencies. 


1 The questionnaire was constructed by Dr. Robert 
C. Myers, chief of community mental health serv- 
ices in the Department of Institutions and Agencies. 
Dr. Myers incorporated into his design suggestions 
made by Dr. Kenneth E. Appel, president of the 
Joint Commission on Mental Illness and Mental 
Health, and Dr. Maurice G. Kott, chief psychologist 
in the Department of Institutions and Agencies. 
The survey was sponsored and financed by the de- 
partment of research in neurology and psychiatry, 
of which Dr. Nolan D. C. Lewis, is director. 
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ment of mental illness) who practice in the 
six counties in which a previous survey of 
the general public was conducted. Three 
of these counties—Essex, Hudson and 
Mercer—are largely urban and the other 
three—Hunterdon, Salem and Warren— 
are largely rural. Interviews were obtained 
with about half the doctors listed in the 
three rural counties. In each of the urban 
counties the number of interviews obtained 
was based on the proportion of the number 
of doctors in that county to the total num- 
ber of doctors in the three urban counties. 
The names of the doctors to be interviewed 
were selected at random from an alphabet- 
ized list of doctors in each county in such 
a manner that those selected for interview- 
ing should be representative of all doctors 
in the county. Psychiatrists and neuropsy- 
chiatrists were excluded from the sample. 

Prior to the interview each doctor was 
sent a letter signed by Dr. Gallup explain- 
ing the nature and purpose of the survey. 
After a suitable period of time, Audience 
Research’s field interviewers telephoned the 
doctor’s office to arrange a convenient time 
for the interview. A large majority of the 
doctors were most cooperative both in 
granting interviews and answering the ques- 
tions fully. 

The field work took place during Octo- 
ber and November 1954. 


SAMPLE 


A total of 405 doctors participated in the 
study. 





2In the tabulations, Audience Research, Inc., 
grouped the Jewish and all other non-Protestant 
and non-Catholic respondents into one category: 
“all other.” Since the Jewish group was 91% of 
this “all other” category any differentiating atti- 
tudes are assumed to reflect correlations with this 
particular faith. 


468 


YEARS IN PRACTICE 


9% less than 5 years 
14% from 5 to less than 10 years 
15% from 10 to less than 15 years 


62% 15 years or more 


TYPE OF PRACTICE 


49%, general practice 
51% specialized practice 


AGE 


25% from 21 to 39 years old 
40% from 40 to 49 years old 
35% 50 and over 


RELIGIOUS PREFERENCE 2 


37% Protestant 
28%, Catholic 
32% Jewish 


3% not classified 


SEX 

97% male 

38% female 

COLOR 

97% white 

3% colored 

COUNTY OF RESIDENCE 


87% urban 


13% rural 


GENERAL INFORMATION 
AND OPINIONS 


Over three-quarters of all the doctors in- 
cluded in the present survey did not know 
how many patients there are in state mental 





hospitals; 52% were unable to venture an 
estimate; 25% considerably under-estimated 
the number. Only 23% of the total were 
approximately accurate (i.e., answered 
17,000 or over). 

The majority (63%) also could not guess 
even approximately how much money is 
spent yearly by the state for the care of 
mental patients. Most of those who did 
offer an estimate markedly under-estimated 
the cost to the state. 

Only 38% could correctly identify the 
department responsible for running the 
state mental hospitals. Knowledge of the 
correct agency was related to age. We found 
that only 29% of those under 40 years of 
age and 42% of those 40 and over correctly 
named the Department of Institutions and 
Agencies. 

The majority of the doctors did not 
know anything about the programs of 
either the Menlo Park Diagnostic Center 
or the New Jersey Neuro-Psychiatric 
Institute. 

Only 22% were able to provide any in- 
formation about the program at Menlo 
Park. Doctors in practice for 15 years or 
more, and more particularly those over 50, 
were less likely to be familiar with the 
services provided. Twenty-nine percent of 
those in practice less than 15 years and 
only 17% of those in practice longer than 
that could give any information. When we 
break down the sample into three age- 
groups we find that 25% of those under 40 
and 29% of those 40 to 49 but only 11% 
of those over 50 know anything about the 
program. 

Over one-half of the responding doctors 
said they had not heard about the reorgan- 
ization of the State Village for Epileptics 
at Skillman into the New Jersey Neuro- 
Psychiatric Institute. The majority of those 
who said they had heard about the reorgan- 
ization were not able to provide any further 
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information with regard to the nature of 
the change. 


KNOWLEDGE AND OPINIONS 
ABOUT RESOURCES 


Sixty-seven percent of the total reported 
that there are facilities in general hospitals 
nearby to which patients in need of psy- 
chiatric care can be referred. The vast 
majority of those who stated there are no 
such facilities in their locality would like 
to see them made available. 

Sixty-nine percent reported that they 
know of a mental hygiene clinic in their 
community to which they could refer pa- 
tients. Doctors residing in urban counties 
are more likely to report the availability 
of such clinics (73%) than are those in 
rural counties (40%). Further, specialists 
are more likely to report knowledge of 
such facilities (75%) than are those en- 
gaged in general practice (62%). However, 
this latter finding may be related in part 
to the rural-urban factor, since 79% of 
the doctors residing in rural counties are 
general practitioners and only 44% of those 
in urban counties are in general practice. 

One-half of all those who said they know 
of a mental hygiene clinic in their locality 
were not able to venture any information 
about the number of days per week in 
which clinic service is provided. Forty-two 
percent of the group who know of a clinic 
service feel that patients can be seen very 
or fairly quickly. Twenty-nine percent 
stated there is a long waiting list; 29% did 
not know how long a patient would have 
to wait. 

Doctors who said they know of a local 
mental hygiene clinic were asked their 
opinion of the service. Thirty-two percent 
hold a completely favorable opinion of the 
local clinic. Thirty-four percent have some 
qualification in their opinion, for the most 
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part in terms of a quantitative factor (1.e., 
shortage of staff, long waiting list, too little 
service time available). Only 5% have an 
unfavorable opinion of the local clinic 
facility. The remaining 28% responded 
that they did not know enough about it 
to voice an opinion. We found that the 
older doctors were more likely to offer an 
unreservedly favorable opinion and the 
younger physicians were more likely to 
have some criticism to offer. Only 18% 
of those under 39 years but 32% of those 
in the 40 to 49 age-range and 41% of those 
50 years of age and older offered an un- 
qualified favorable opinion. Significant 
differences were also noted in the closely 
related variable of years in practice. The 
findings are summarized in the table. 

All physicians who reported knowledge of 
a local mental hygiene clinic were also 
asked, “How would you say it could be 
improved?” Thirty-seven percent replied 
in terms of increasing the quantity of serv- 
ices (including more financing); 8% an- 
swered in terms of increasing the quality 
of available services; 7% said they thought 


referral agencies need to be better informed 
about the use of the clinic; 6% gave other 
suggestions including more emphasis on 
treatment in addition to diagnosis. Fully 
42%, of all those asked this question 
could offer no suggestions for improv- 
ing the clinic service. Older doctors were 
more likely to fall into this last cate- 
gory. We found that only 30% of those 
under 40 but 39% of those from 40 to 49 
years and 55% of those 50 years of age and 
older did not offer suggestions for im- 
proving the local mental hygiene service. 

All doctors were later asked the general 
question, “How would you say psychiatry 
and psychiatrists could be improved and 
made of more service to you and your pa- 
tients?” The answer most frequently given 
was in terms of increasing the quantity of 
service available with particular emphasis 
upon lowered costs. Forty-five percent of 
the total answered this question by saying 
that more psychiatric service, including 
clinics, need to be made available at less 
cost to patients or that ways should be 
found to shorten the treatment time. 


Physicians’ opinions of local mental hygiene clinic services, 
classified by the physicians’ ages and years in practice 





UNQUALIFIED 
FAVORABLE OPINION 
(percent) 


QUALIFIED 
OPINION 
(percent) 


UNQUALIFIED NO OPINION 
UNFAVORABLE OPINION DON’T KNOW 
(percent) (percent) 





AGE 
21-39 years 
40-49 years 


50 years and older 
YEARS IN PRACTICE 
0-15 years 


15 years or more 


89 
31 





* Based only on those who reported they know of such a service. N = 283. 
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Younger physicians were more likely to 
emphasize this factor: 51% of those under 
50 but only 37% of those over 50 years of 
age gave this kind of response. The re- 
ligious preference is also correlated with 
the frequency of this answer. Only 36% 
of the Protestants but 42% of the Catholics 
and 60% of the “all other” group (91% of 
the latter are of the Jewish faith) referred 
to the need for more service at less cost. 

Twenty-one percent of the total felt that 
psychiatric service could be improved by 
having more psychiatrists available (with- 
out reference to lowered costs); 9% felt that 
more diagnostic facilities and clinics are 
needed; 8% felt that there is a need to 
increase the education of the public to 
eliminate prejudice about going to a psy- 
chiatrist; 7% mentioned the need for more 
cooperation between psychiatrists and gen- 
eral practitioners. 

Eleven percent of the total sample could 
not offer a suggestion for improving psy- 
chiatric service to themselves and their pa- 
tients. Doctors who were specialists were 
somewhat more likely to answer “don’t 
know” to this question (15%) than were 
general practitioners (6.5%). Also doctors 
over 50 years of age were more likely to 
have no suggestion (17%) than those in 
the 40 to 49 year group (8%) or the under- 
40 group (7%). 

When asked directly, “Would you like 
to see more psychiatric facilities or clinics 
made available in your community?” 71% 
of the total sample responded yes. Twenty- 
two percent said no and the remaining 7% 
said they did not know whether or not 
they would. Younger physicians were more 
likely than older doctors to answer this 
question in the affirmative. Seventy-nine 
percent of those under 40 years of age, 
73% of those from 40 to 49 years and only 
62% of those 50 years of age and older 
said they would like to see more psychiatric 
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facilities in their community. General 
practitioners were somewhat more likely 
to say they definitely would like to see 
more of such facilities (76%) than were 
medical specialists (67%). We may also 
note that of all the religious groups Protes- 
tants were less likely to answer in the 
affirmative (59%) than Catholics (77%) or 
“all other” (78%). ‘The most frequently 
given reasons for wanting more facilities 
were that more psychiatric help is needed 
to cope with the existing problems (36%) 
and/or that more clinic service is needed 
for those unable to pay regular psychiatric 
fees (29%). 

Sixty-seven percent of the total reported 
that there are facilities in one or more 
general hospitals nearby to which patients 
in need of psychiatric care might be re- 
ferred. Twenty-eight percent reported 
there are no such facilities; over three- 
fourths of these would like to see them 
made available. Five percent of the total 
said they did not know whether or not 
there were any psychiatric facilities in gen- 
eral hospitals nearby. 

The majority of the doctors included in 
this survey (58%) answered no to the ques- 
tion, “In general, do you think New Jer- 
sey’s state mental hospitals are able to 
handle the job that needs to be done for 
the mentally ill?” Only one-fourth felt 
that the state mental hospitals are adequate 
for the task; 17% could not answer this 
question. Again we found evidence of a 
more critical attitude among younger 
doctors. Sixty-seven percent of those under 
40 years of age, 61% of those in the 40 to 
49 year range but only 46% of the physi- 
cians 50 years old or more felt that the 
state hospitals at present are not able to 
deal with the problem of the mentally ill 
in an adequate manner. We also found 
a similar result when we compared the 
closely related variable of numbers of years 
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in practice: 67% of the doctors in practice 
less than 15 years but only 52% of those 
in practice more than 15 years answered 
no to this question. Finally we may note 
that the incidence of the “don’t know” 
response increased with age in this ques- 
tion as well as many others. 


ATTITUDES TOWARD 
THE PSYCHIATRIC PROFESSION 


All doctors were presented with the follow- 

ing list and asked, “Frankly, Doctor, which 

of these statements best reflects your own 

personal feelings about psychiatry as a 

medical specialty?” 
STATEMENT PERCENT AGREEING 

It’s a great deal of help 59 

It’s of some help 38 

It’s a racket ] 

It’s mostly nonsense 1 

It’s an unnecessary refinement -05 


Refused to answer 


As may be noted, 59% agreed with the 
statement that psychiatry as a medical spe- 
cialty is a great deal of help. We find that 
specialists as a group were somewhat more 
likely to have this strong positive attitude 
toward psychiatry (63%) than were general 
practitioners (54%). 

Respondents were further asked why 
they feel the way they do about psychiatry. 
Fifty percent said they believed it to be a 
necessary specialty for all types of mental 
disorder. Twenty-six percent said they felt 
it a useful specialty for some mental dis- 
orders. Among the negative attitudes most 
frequently mentioned were that the useful- 
ness of psychiatry is limited by the long- 
term nature of the treatment and/or its 
expensiveness (7%) and that the training, 
competence, integrity or personality of 
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some individuals practicing psychiatry is 
questionable (6% of the total). 

Ninety-four percent of the total sample 
said that they know one or more psychi- 
atrists personally. All of those who re- 
ported that they do were also asked, “Are 
they pretty able men as compared with 
other specialists you know?” Over four- 
fifths held unqualified positive opinions of 
the psychiatrists they know. Only 4% had 
an unqualified negative opinion of the psy- 
chiatrists they know. The remainder had 
reservations in their responses—e.g., some 
are able, some are not (6%); the techniques 
of the profession itself are inexact (2%); 
personality characteristics of known psychi- 
atrists undesirable (2%). 


INTEREST IN PSYCHIATRY 


All doctors were asked, “Do you have a 
chance to do any reading about psychiatry? 
About how much would you say—quite a 
bit, a little, or almost none?” Only 18%, 
replied they do quite a bit of reading about 
psychiatric matters. Fifty-two percent said 
they do a little, while 30% said they do 
almost none or none. Responses to this 
question are related to age; the data are 
summarized below: 


Amount of reading done by physicians 
about psychiatry 





ALMOST 
QUITE NONE 
ABIT ALITTLE OR NONE 
AGE (percent) (percent) (percent) 





21-39 years 17 63 20 
40-49 years 19 50 $1 
50 years and older 18 44 38 








We may note that older doctors reported 
more frequently than did younger physi- 
cians that they do no or almost no reading 
about psychiatry. 

There are some trends which just fail 
to reach our accepted significance level of 
-05 which might be noted here. Specialists 
more often than general practitioners re- 
ported they do no or almost no reading in 
psychiatry (35% vs. 25%). Also, doctors 
in urban counties more often reported they 
do quite a bit of reading (20%) than did 
rural physicians (8%). 

As a further measure of interest in psy- 
chiatry, the question “Would you like, for 
your own information, a down-to-earth 
popular pamphlet on psychiatry?” was 
asked. Sixty-eight percent of the total 
sample replied that they would; 7% said 
maybe and one-fourth said they would not 
want such a pamphlet. Doctors engaged 
in general practice were more likely to say 
they would like such a pamphlet (78%) 
than were medical specialists (57%). Also, 
we found that fewer Protestants said they 
would like such a pamphlet than did per- 
sons with other religious preferences. Thus, 
60% of the Protestants, 71% of the “all 
other group” (91% of whom were Jewish) 
and 76% of the Catholics said they would 
like this kind of “popular” pamphlet. 

Forty percent of the total said they would 
definitely attend an extension seminar in 
psychiatry if one were offered nearby. An- 
other 14% said maybe they would and 46% 
said they probably would not attend such 
a seminar. Younger doctors and also those 
engaged in general practice were more 
likely than were older doctors and those 
practicing a specialty to say that they would 
attend such a seminar. The responses to 
the question “If an extension seminar in 
psychiatry were offered nearby, would you 
attend if you could?” are summarized 
in column 2: 
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Percentage of physicians who would 
attend an extension seminar in 
psychiatry if one were offered nearby, 
classified by the physicians’ age 
and type of practice 





YES, 
DEFI- PROB- 
NITELY MAYBE ABLY NOT 
(percent) (percent) (percent) 





AGE 
21-39 years 47 
40-49 years 42 
50 years and older 32 


TYPE OF PRACTICE 
General 51 
Specialized 29 





All doctors were also asked, “Would you 
like to see more psychiatrists on county 
medical society programs?” Forty-one per- 
cent said yes they would, but 37% said 
they would not want to see more psychi- 
atrists on such programs. The remaining 
respondents either said it would depend 
on which psychiatrists were on the pro- 
grams (10%) or were uncertain (12%). 
Comparing those who gave an unqualified 
affirmative answer with all others, we found 
that age was once again a pertinent variable 
in the response. While only 31% of those 
50 and over said they definitely would like 
to have more psychiatrists on county medi- 
cal society programs, 49% of those in the 
age-range 40 to 49, and 44% of those under 
40 years of age so reported. We also found 
a difference in the variable of religious 
preference. Only 30% of the Protestants, 
44% of the predominantly Jewish “all 
other” group, and 53% of the Catholic phy- 
sicians said they would like to see more 
psychiatrists included in such programs. 
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EXPERIENCE WITH 
PSYCHIATRIC ILLNESS 


Several questions in this survey elicited in- 
formation about the amount of experience 
a doctor had had in dealing with psychi- 
atric illness. 

Only 6% of the total sample reported 
that their practice is connected in some 
way with a public or private mental hos- 
pital or sanitarium. 

Sixty-five percent of the total group re- 
ported that they had visited one of New 
Jersey’s mental hospitals. The reason most 
frequent given for visiting was that the 
doctor wished to learn about the condition 
of a particular patient, but not, however, 
to treat the patient professionally (men- 
tioned by 22% of all those who had visited 
a mental hospital). Only 9% of the doctors 
who had visited went in a professional 


capacity, to treat or give treatment advice 
about a patient. 

Older doctors, and also doctors residing 
in urban counties, were most likely to have 


visited a mental hospital. One-half of 
those in practice for less than 15 years 
but 73% of those in practice for a longer 
period had visited one or more mental 
hospitals. We found that only 42% of 
doctors in rural counties as against 68% 
of those in urban counties had visited one 
or more of New Jersey’s mental institutions. 

We may note that the majority of those 
who had visited one of the mental hospitals 
had done so more than three years before 
the interview. Only 26% of the total 
sample (and 39% of those who said they 
had been to such institutions) had had this 
experience within the three years immedi- 
ately preceding the survey. Twenty-eight 
percent of those who had visited reported 
this occurred from three to ten years before, 
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and 34% said their last visit was over ten 
years before, or they did not know exactly 
when it took place. Although we have just 
noted that older doctors were more likely 
to have visited at all than were younger 
ones, we found that the younger doctors 
were more likely to have visited during 
the three years immediately preceding the 
survey. Thus, whether we examined the 
age-distribution or the number of years in 
practice, we found a steadily decreasing 
percentage of those who had had relatively 
recent contact with a mental hospital. 
Taking as a base only those respondents 
who had visited, we found that 53% of 
those in practice from zero to 14 years, but 
only 33% of those in practice for 15 years 
or more had for one reason or another 
visited a mental hospital within the three 
years immediately preceding the interview. 

Another measure of experience with 
psychiatric illness was to be found in the 
doctor’s involvement in commitment pro- 
cedures. Seventy-eight percent of the total 
had been involved in committing patients 
to mental hospitals. We found that only 
6% of those in rural counties but 22% of 
those in urban areas had never been in- 
volved in commitments to psychiatric hos- 
pitals. Younger doctors were less likely to 
have been involved in commitments: 29% 
of those under 39, 21% of those from 40 to 
49, and only 16% of those 50 and over 
reported they had never participated in a 
commitment procedure. This last finding 
may be a somewhat simple function of 
time and experience. 

Doctors were also asked, “In committing 
patients to mental hospitals, do you some- 
times use a psychiatrist as the other com- 
mitting physician? How much of the 
time?” Forty-four percent of the total said 
they always did so. Only 10% of the doc- 





tors in rural counties but 42% of those in 
urban counties said they always used a 
psychiatrist in commitments. Twelve per- 
cent of the total said they usually used a 
psychiatrist in such procedures; 11% said 
they only occasionally did; 12% said they 
never did so. 

To obtain a general assessment of the 
frequency with which doctors refer patients 
for psychiatric care, all respondents were 
asked, “In your practice, have you found it 
useful to refer patients to a psychiatrist? 
About how often would you say?” Four 
alternatives were provided. Sixteen per- 
cent said they often referred patients to a 
psychiatrist; 67% reported they occasion- 
ally referred patients; 12% said they almost 
never made such referrals; 5% said they 
never did so. Medical specialists (24%) 
were somewhat more likely than were gen- 
eral practitioners (11%) to report that they 
never or almost never found it useful to 
refer patients to a psychiatrist. 

To obtain some measure of personal ex- 
perience with mental disorder, this ques- 
tion was asked: “Has any member of your 
family ever suffered from nervous or men- 
tal illness?” Twenty-four percent of the 
total replied yes. These doctors were also 
queried as to whether or not the patient 
recovered. The majority reported that the 
ill family member did indeed recover. Nine 
percent of the total sample (and 39% of 
those reporting such an illness in the 
family) said, however, that the family mem- 
ber had not recovered from the mental 
illness. 


PERCEPTION OF THE EXTENT 
OF PSYCHIATRIC PROBLEMS 
IN OWN PRACTICE 


A number of questions were posed which 
either directly or indirectly offered data 
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about the doctors’ perceptions of the extent 
of psychological disturbance encountered 
within their own practices. One such 
question was: “About what percentage of 
your patients would you guess could bene- 
fit from the services of a psychiatrist?” The 
modal answer, given by 58% of the total, 
was from 1% to less than 10%. Only 3% 
replied that no one of their patients could 
use psychiatric help. Fully one-fifth said 
that from 10% to 29% of their patients 
would benefit from such help. Six percent 
were unable to give any answer to this 
query. The responses were related to age 
and number of years in practice, and also 
to religious preference. The data are 
summarized below: 


Physicians’ estimates of percentage 
of patients who could benefit 
from psychiatric services, 
classified by the physicians’ ages, 
years in practice and religious 
preference 





50% or 
MORE 


UNDER 


10% 10%-49% 





AGE 
21-29 years 52 
30-49 years 65 
50 years and older 76 


YEARS IN PRACTICE 
0-14 years 56 
15 years or more 71 


RELIGIOUS PREFERENCE 
Protestant 74 
Catholic 66 
All other 
(91% Jewish) 56 31 
Total 65 25 





* Excludes those who replied “don’t know.” 
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Thus we note that younger doctors were 
more likely to perceive a higher frequency 
of psychiatric disturbance among their pa- 
tients than were older doctors. Further 
more, Jewish respondents were most likely 
to report a relatively high incidence of 
emotional or mental disorder among their 
patients than were other respondents. 
Catholic doctors were somewhat less likely 
to, and Protestant physicians were least 
likely to note such disorder in more than 
10% of their patients. 

The following closely related question 
was also asked, “About what percentage 
of your patients would you say suffer 
from a neurosis of any kind—even though 
they may be suffering from something else 
as well?” This question seemed to evoke 
judgments of emotional disturbance which, 
although subsumed under the concept of 
“neurosis,” may not seem severe enough to 
indicate the need for psychiatric referral. 
This inference was made because the doc- 
tors interviewed reported a higher per- 
centage of patients with neuroses than of 
patients “who could benefit from the serv- 
ices of a psychiatrist.” Just what criteria 
were used by the respondents in making 
this apparent distinction between “neurot- 
ics” and ‘“‘persons who could benefit from 
psychiatric care” are not known from the 
data but would certainly be of interest. 

We found less than 1% of the total said 
that none of their patients had a neurosis. 
Seventeen percent said from 1% to 9% of 
their patients had a neurosis. Thirty per- 
cent said that from 10% to 29% of their 
patients were suffering from a neurosis. 
The majority reported that 30% or more 
of their patients were neurotic. Almost a 
third of the total stated that over one-half 
of their patients had a neurosis. 

Perceptions of the extent of neuroses 
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among their patients were related to age, 
number of years in practice, and the type 
of practice in which the doctors were en- 
gaged. Again we found that younger physi- 
cians were more likely than were older 
doctors to perceive a relatively high inci- 
dence of neurosis among their patients. 
Excluding the 7% who could not or did not 
answer this question, we found that 89% 
of those in the 21 to 39 year range, 85% 
of those from 40 to 49 years, but only 71% 
of those 50 years of age or older noted that 
10% or more of their patients “suffer from 
a neurosis of any kind.” We also found 
that general practitioners were somewhat 
more likely to note neuroses among their 
patients than were medical specialists: 
86% of those in general practice, 76% of 
the specialists, reported that 10% or more 
of their patients suffered from a neurosis. 

A third measure was employed to gauge 


further the extent of psychological disorder 
as estimated by doctors in their practice: 
“Do you see much psychosomatic disease? 


How much?” Three alternative responses 
were given: a good deal, some, and not 
much. Unfortunately, we cannot know just 
how each respondent interpreted these cate- 
gories. Thus “a good deal” might have 
meant quite different percentages of pa- 
tients to different doctors. Keeping in 
mind this limitation on the usefulness of 
the data, we may note that 45% of the 
total sample reported they saw a good deal 
of psychosomatic disease, and another 32% 
said they met up with some psychosomatic 
disease. Only 23% reported they did not 
see much of such disorders among their 
patients. Responses to this question varied 
significantly with each of the five major 
background variables included in the an- 
alysis. The table below summarizes these 
data: 





Physicians’ estimate of amount of 
psychosomatic disease seen, 
classified by the physicians’ ages, 
years in practice, type of practice, 
type of county of residence 

and religious preference 





A GOOD NOT 
DEAL SOME MUCH 
(percent) (percent) (percent) 





AGE 
21-39 years 49 
40-49 years 48 
50 years and older 41 


YEARS IN PRACTICE 
0-14 years 46 


15 years or more 45 


TYPE OF PRACTICE 
General 54 28 
Specialized 38 35 


TYPE OF COUNTY OF RESIDENCE 
Rural 60 13 
Urban 43 34 


RELIGIOUS PREFERENCE 
Protestant 38 34 
Catholic 41 34 
All other 

(91% Jewish) 56 28 
Total 45 $2 
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psychological disorder among the patients 
of the doctors in the sample. They both 
deal with the relationship between present- 
ing complaints and the presence of ade- 
quate physiological cause. One of these 
questions was, “About what percentage of 
people that you have recently seen as 
patients seem to have complaints for which 
you are unable to find adequate cause?” 
Only 7% said none, 37% said from 1% 
to 9%, 31% said from 10% to 29%, 9% 
said from 30% to 49%, 9% said 50% or 
more and 7% said they did not know. 
Younger doctors were much more likely 
to report a relatively high percentage of 
cases for which they found no adequate 
cause. The data are summarized as follows: 


Physicians’ estimate of percentage of 
patients with complaints for which 
doctor can find no adequate cause, 
classified by the age of the physicians * 





19% - 


/ 


r- 10%- 30% 
NONE 9% 


29% OR MORE 





AGE 
21-39 years 30 37 25 
40-49 years 36 40 18 
50 years 
and older 10 51 23 16 
Total 8 39 33 20 





We may note that younger doctors, gen- 
eral practitioners and rural physicians were 
most likely to see “a good deal” of psy- 
chosomatic disease among their patients. 
Also, Jewish physicians were more likely to 
note “a good deal” of such disease than 
were doctors with other religious persua- 
sions. 

Two other questions in this survey may 
perhaps be regarded as crude indices of 


* Excludes those who replied “don’t know.” 


Almost the reverse form of the above 
question was also asked, “About what per- 
centage of your patients do you feel have 
definite organic or physiological pathol- 
ogy?” Twenty-eight percent of the total 
replied that less than 70% of their patients 
could be so described. Sixty percent said 
that over 70% of their patients presented 
definite organic pathology, and 12% said 
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they did not know. Doctors over 50 years 
of age were more likely to say they didn’t 
know (20%) than were those under 50 
(9%). Specialists were somewhat more 
likely to note a high incidence of definite 
pathology (74% of all giving a definite 
estimate said that over 70% of their pa- 
tients may be so described) than were 
general practitioners (61%). 


OPINION OF OWN COMPETENCE 
IN HANDLING 
PSYCHIATRIC DISORDERS 


The vast majority of the physicians in this 
survey (88%) said that they felt able to 
make a differential diagnosis between psy- 
choses and neuroses. Seventy-six percent of 
the total gave an unqualified affirmative 
answer to the question “Do you feel you 
are able to distinguish between psychoses 
and neuroses?” General practitioners were 
somewhat more likely to feel they are able 
to make such a differential diagnosis (94%) 
than were specialists (84%). Also, of the 
three religious groups, Protestants felt 
somewhat less able (82%) to make such 
differential diagnoses than did Catholic 
(93%) or “all other” (94%) respondents. 

All doctors who replied yes to the above 
query were then asked, “In general, do 
you feel able to treat a neurosis?” Fifty- 
seven percent of the total sample (and 65% 
of all those who said they could distinguish 
between neuroses and psychoses) said yes, 
they did feel able to treat neurosis. Only 
12%, of the total flatly said no. The re- 
mainder gave various qualified responses. 
Opinions of their own competence were 
related to age, number of years in practice 
and type of practice. The table in column 
2 sums up the data. 

It may be seen that older doctors were 
more likely to feel that they were able to 
treat a neurosis, and that younger doctors 
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Physicians’ estimate of own ability 

to treat a neurosis, 

classified by the physicians’ age, 

years in practice and type of practice * 





YES NO OTHER 


(percent) (percent) (percent) 





AGE 
21-39 years 61 
40-49 years 61 
50 years and older 72 


YEARS IN PRACTICE 
0-14 years 59 
15 years or more 68 


TYPE OF PRACTICE 
General = 21 
Specialized 21 22 
Total 14 21 





* Based only on those who said they felt able to 
distinguish between neuroses. 


N = 355. 


psychoses and 


were more likely to have some qualified 
opinion of their own competence to do so. 
Furthermore, general practitioners were 
more likely to believe that they were able 
to treat such a disorder than were medical 
specialists. 

All doctors were later asked, “Do you 
feel comfortable in treating so-called psy- 
chosomatic disorders?” Of the total, 53% 
said yes, 17% said “it depends,” 27% said 
no and 3% said they never treat psycho- 
somatic disorders. 

Thus a majority of the doctors felt 
able to treat psychosomatic disorders. 
General practitioners were once again more 
likely to feel competent than were special- 
ists; 62% of the former replied yes to this 
question in contrast with only 45% of the 
medical specialists. 





CONCEPTIONS OF MENTAL ILLNESS 


All respondents were asked, ‘““What do you 
think are the three most common causes 
of mental illness?” ‘Their responses were 
coded as follows: 


Physicians’ opinions of most common 
causes of mental illness 





PERCENT 
OF TOTAL 





Anxiety regarding health or 
stress of modern living 

Family or marital or sexual tensions 

Inherited predisposition 

Other responses regarding factors 
productive of anxiety or emotional 
maladjustment 

Physical injury, illness, rundown or 
aged physical condition 

Emotional deprivation or improper 
parental guidance during maturation 


Don’t know 





Each of these responses was checked 
against the major sociological variables in 
the analysis. The results were as follows: 


Years in practice and age. The frequency 
of responses assigning etiological signifi- 
cance to the factor of emotional depriva- 
tion or improper parental guidance during 
maturation decreases with increasing age 
or number of years in practice. Thus, 
29% of those under 40, 17% of those from 
40 to 49 years and only 11% of those 50 
years of age or more mentioned this factor 
as one of the three most common causes 
of mental disorders. 

It might also be noted here that older 
doctors were somewhat more likely to be 
unable to give any response to this ques- 
tion. Only 3% of those in practice less 
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than 15 years but 10% of those in practice 
for a longer period said they did not know 
what might cause mental disorder. 


Type of practice. General practitioners 
were more likely to mention anxiety about 
health or the stress of modern living as 
a causative factor in mental illness (73% 
did so) than were medical specialists (59%). 
Doctors in general practice were also more 
likely to refer to physical injury, illness, 
run-down condition, or aging as a cause 
of mental disorder (33%) than were the 
specialists (21%). 


Religious preference. The only significant 
trend observed here was that more Jewish 
physicians mentioned the factors of family 
or marital or sexual tensions as a common 
causative factor in mental illness (approxi- 
mately 49% did so) than did the Protestant 
and Catholic doctors (34% in each of the 
two groups did so). 


Inclusiveness of the concept of mental ill- 
ness. Doctors were asked whether or not 
they would classify the following disorders 
under the term mental illness (here pre- 
sented with the distribution of response): 


Percentage of physicians classifying 
selected disorders as mental illnesses 





IT DEPENDS 
AND 
DON’T 
YES NO KNOW 
(percent) (percent) (percent) 





Mental deficiency 28 10 
Feeblemindedness 31 
Paresis 34 
Epilepsy 67 
Cerebral palsy 73 
Parkinsonism 82 
Multiple sclerosis 85 








That so many doctors viewed such dis- 
orders as mental deficiency, paresis and 
epilepsy as mental illness may have re- 
sulted in part from the fact that certain 
textbooks in psychiatry include these dis- 
turbances alongside the discussions of neu- 
roses and psychoses. It is difficult to know 
from the present data whether or not a 
respondent was following a textbook or- 
ganization or was rather stating his own 
delineation of the concept of mental illness. 

We may note that the inclusion of par- 
ticular disorders under the rubric of men- 
tal illness varied with the physician’s age, 
type of practice and religious preference. 


Age and years of practice. Older doctors 
were more likely to consider epilepsy as a 
mental illness (28% of those 50 years and 
over did so) than were younger ones (19% 
of those from 40 to 49 years; 13% of those 
under 40 years). This same trend was noted 
in relation to the number of years in 
practice. 

Also, doctors 50 years of age or over 
were more likely to classify feebleminded- 
ness as a mental illness (70% did so) than 
were those under 50 (57%). 


Type of practice. General practitioners 
were more likely to consider epilepsy as a 
mental illness (25%) than were special- 
ists (16%). 

Doctors in general practice also somewhat 

more frequently included mental deficiency 
in their conception of mental illness (67%) 
than did specialists (57%). 
Religious preference. Doctors whose re- 
ligious preference was Protestant were 
somewhat more likely to consider feeble- 
mindedness as a mental illness (70% did so) 
than were Catholics (58%) and the pre- 
dominantly Jewish “all other’ category 
(56% 

Such a disorder as cerebral palsy was less 
likely to be considered as a mental illness 
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by Jewish doctors (approximately 9%) than 
by Catholics (21%) and Protestants (22%). 
Finally, doctors of Jewish religious pref- 
erence were less likely to view paresis as a 
mental illness (about 47% did so) than 
were Catholics (64%) and Protestants 
(68%). 
Opinions about treatment methods for 
mental illness. All doctors were asked the 
open-ended question, “Briefly what do 
you think are the best specific methods of 
treatment of mental disorders?” Unfortu- 
nately, the data were not coded so as to 
permit of distinctions, if they were made, 
between methods for treating various forms 
of mental disorder. Nevertheless, it is of 
interest to note the following findings: 


Physicians’ opinions of the best 
methods of treating mental disorders * 





PERCENT 


METHOD RESPONDING 





Shock therapy 32 
Psychoanalytic techniques 26 
Hospitalization 20 
Need for psychiatric help in 

treatment or diagnosis, without 

specifying technique 28 


Not qualified to say, or don’t know 15 





* Some doctors gave more than one answer. 


Other responses included sedation (men- 
tioned by 6%), occupational or social ther- 
apy (6%) and brain surgery (2%). 

Younger doctors were more likely than 
were older doctors to mention psychoan- 
alytic techniques as among the best specific 
therapies. Thirty-nine percent of those 
under 40 did so, in contrast with 26% of 
those between 40 and 49 years and only 
16% of those 50 years of age or older. 





It may be noted that doctors in general 
practice were more likely to mention hos- 
pitalization or institutionalization as one 
of the best methods of treatment (25% did 
so) than were specialists (15%). On the 
other hand, a somewhat greater proportion 
of specialists (19%) replied that they were 
not qualified to say, or did not know, the 
best treatment methods than did general 
practitioners (10%). 


Estimates of efficacy of treatment of men- 
tal disorders. To assess attitudes toward 
the general effectiveness of psychiatric treat- 
ment, the following question was asked, 
“What results have you seen from the 
treatment of patients by psychiatrists—for 
psychosis? for neurosis?” All responses 
were immediately categorized as either 
good, fair, poor or don’t know. The data 
are as follows: 


Physicians’ opinions of the efficacy 
of psychiatric treatment 





PSYCHOSIS NEUROSIS 


(percent) (percent) 


Good 34 41 
Fair 39 41 
Poor 15 8 
Don’t know 12 10 








There was only a small difference in the 
percentages for the different categories 
given for neurosis and psychosis; doctors 
tended to view the results from treatment 
for neurosis as slightly better than those 
obtained in the treatment for psychosis. 
Here again it would seem important to 
know more about the criteria used; doc- 
tors may use different scales for judging 
results in the two disorders. 

Older doctors were more likely to feel 
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that the results of treatment for psychosis 
were good, and younger doctors were more 
likely to describe what they had seen as 
poor; thus, 26% of those under 40, 18% 
of those from 40 to 49, and only 8% of 
those 50 years of age or over said it was 
their opinion that the results from treat- 
ment for psychosis were poor. (These 
last percentages were based only on those 
who gave some definite answer.) 


DISCUSSION 


Influence of age. The younger the physi- 
cian the more likely he is to have a con- 
cerned and critical attiude toward the men- 
tal health problem. An older doctor is 
more likely to offer blanket approval of 
the local mental hygiene clinic and less 
likely to have any suggestions for improv- 
ing its service or indeed for improving 
psychiatric facilities in general. 

The younger doctor tends to have more 
ideas about the nature and adequacy of 
currently available resources for coping 
with mental disorders. In particular, he 
places more emphasis on the need for more 
services at less cost to the patient. The 
younger doctor also more frequently feels 
that the state mental hospitals are not 
able to handle the job. It might be noted 
here that he is also more likely to be 
informed about the nature of the program 
of a rather well-publicized diagnostic center. 

The older the physician the less likely 
is he to want to see an increase in psychia- 
tric services in general. Finally, it might be 
pointed out that there is a general trend for 
the older doctors to respond “don’t know” 
or to have no opinion on such questions 
as these. 

These findings suggest that the older 
doctors are comparatively disinterested or 
even complacent about the mental health 
situation. Consonant with this interpreta- 
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tion is the further finding that the older 
doctors are more likely to report that they 
do no or almost no reading about psychia- 
tric problems. They are also less likely to 
express interest in an extension seminar in 
psychiatry (if one were to be offered) or 
in having more psychiatrists appear on 
county medical society programs. 

In this connection it is of interest to note 
that the younger physicians are more likely 
to report a relatively high incidence of 
emotional disturbance and psychosomatic 
disease among their patients. Since the 
younger doctors tend to be more concerned 
with the general problem of mental illness, 
and read more about it, it is perhaps not 
too surprising to find that they are more 
ready to recognize it. (The validity of such 
recognitions are, of course, untested in this 
study.) 

The younger doctor more frequently 
emphasizes the factor of emotional depriva- 
tion or improper parental guidance during 
maturation as a common etiological agent 
in mental disorder and, consistent with 
this, is more likely to endorse psychoanaly- 
tic techniques as among the best treatment 
methods. 

The older doctors are somewhat more 
likely to state that they feel competent to 
distinguish between neurosis and psychosis, 
and the younger doctors are more likely to 
qualify their estimates of their own ability 
to make such a differential diagnosis. It is 
in the oldest age group, however, that we 
find the greatest number of respondents 
who are unable to offer any idea about the 
causes of mental illness. 

A somewhat less differentiated concept 
of “mental illness” is held by the older 
doctor, 1.e., he more frequently includes 
epilepsy and feeblemindedness in his defini- 
tion of the term. 

Finally, we may note that the younger 
doctors are more likely to judge the results 
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of treatment of psychotics by psychiatrists 
as “poor.” 

In sum, a rather consistent trend emerges 
for the younger physicians to be more con- 
cerned with and sophisticated about psychi- 
atric problems. ‘This may be related in 
part to the fact that the emphasis on 
psychiatry in medical schools is relatively 
recent. A companion study to the present 
one indicated that age is significantly re- 
lated to sophistication in this area among 
the general public also. Hence, it may be 
that the findings are partially attributable 
to changes in the whole climate of opinion 
about mental illness over the last several 
decades. Physicians, too, are members of 
the public. 


Type of practice. Medical specialists, al- 
though somewhat more likely to say that 
they know of mental hygiene clinics in 
their community, tend to be less able to 
offer suggestions for improving the avail- 
able psychiatric services than are doctors 
engaged in general practice. More of the 
latter would like to see new clinics made 
available for referrals. 

Specialists are somewhat more likely than 
are general practitioners to endorse the 
statement that psychiatry is “a great deal 
of help.” This may perhaps be related to 
the common status of medical “specialist” 
shared with the psychiatrist. 

Compared to specialists, physicians in 
general practice would seem to be more 
interested in acquiring new learning about 
neuropsychiatric problems. For example, 
they more frequently say that they would 
like to have an informative pamphlet, and 
that they would attend an extension sem- 
inar on psychiatry. 

We may note that the doctor in general 
practice is more likely than is the specialist 
to report that a greater proportion of his 
patients suffer from neurosis and/or psy- 





chosomatic disease, and also that he often 
finds it useful to refer patients for psychiat- 
ric care. 

Fewer specialists than doctors in general 
practice feel competent to make differen- 
tial diagnoses in mental disorder. (The 
difference, however, is slight and the vast 
majority of specialists do feel competent.) 
Specialists are less likely to feel able to 
treat either neuroses or psychosomatic com- 
plaints. Finally, they somewhat more fre- 
quently feel unable or unqualified to offer 
an opinion on the best methods of treat- 
ment of mental disorders than do the gen- 
eral practitioners. 

The doctor in general practice more fre- 
quently describes hospitalization as one of 
the best methods of treatment for mental 
disorder. He is also more likely to view 
epilepsy and mental deficiency as examples 
of mental illness. 

Possible rationales for some of these ob- 
served distinctions are: 


e@ The general practitioners’ more frequent 
perception of emotional or mental disorder 
among their patients may result in part 
from the likelihood that most patients, 


including those whose complaints are 
largely psychological, would usually first 
consult a general practitioner. If the doc- 
tor finds little or no organic basis, he may 
not ever refer the patient to a (non-psychi- 
atrist) medical specialist. If there may 
actually be more neuropsychiatric problems 
coming to the general practitioner, this 
might also partially explain his greater con- 
cern for the adequacy of the community 
mental health services. 


e The relatively lower interest in new 
learning about psychiatry among specialists 
may be related in part to the rather obvi- 
ous fact that they have already decided to 
concentrate their knowledge in one area 
(by definition). Considering this, a sizable 
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percentage of the specialists appear to be 
concerned about adding to their knowledge 
of psychiatry. Furthermore, as specialists, 
they may be more likely to regard mental 
disorder as within the special province of 
the psychiatric specialty. 


e The more widespread feeling of com- 
petence in diagnosing and treating mental 
disorders among general practitioners may 
be related in part to the possibility that 
they tend to perceive their roles as encom- 
passing all illnesses, at least at certain 
stages. 


Religion. A rather consistent trend 
emerges when the data are cross-tabulated 
for religious preference. Protestant doctors 
appear to be less concerned about the 
mental health problem than do doctors of 
other faiths. Since this was also more true 
of older doctors than of younger ones, the 
two variables of age and religion were 
cross-tabulated; perhaps some bias in the 
selection of the sample had produced this 
result. We found, however, that religious 
preference is quite independent of age. 

Among the specific findings, we may note 
that Protestants are the least likely of all 
religious groups to state that they would 
like to see’ more psychiatric facilities or 
clinics made available in their communi- 
ties. They are the least likely to note the 
need for more psychiatric services at less 
cost; Catholic doctors more frequently, and 
Jewish doctors most frequently, stress this 
need. 

Protestants are less likely to want an 
informative pamphlet about psychiatry 
than are Jews and Catholics. Also, Protes- 
tants are less likely to want to see more 
psychiatrists on county medical society pro- 
grams than are Jewish and especially Cath- 
olic doctors. 

Jewish physicians are most likely to re- 
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port that they encounter “a good deal” of 
psychosomatic disease among their patients. 
They also more frequently recognize pa- 
tients who could “benefit from psychiatric 
care”; Catholics somewhat less frequently 
and Protestants least of all report that a 
relatively high proportion of their patients 
could so benefit. 

It might be noted that Protestant doctors 
feel somewhat less able to make the dif- 
ferential diagnosis between neurosis and 
psychosis than do non-Protestants. The 
Protestant group is also most apt to include 
feeblemindedness in their concept of men- 
tal illness. 

The Jewish group most often mentions 
the factors of “family or marital or sexual 
tensions” as causative agents in mental ill- 
ness. They also exclude cerebral palsy and 
paresis from their concept of mental ill- 
ness more frequently than do either Cath- 
olic or Protestant physicians. 


Rural-urban differences. There are rela- 
tively few significant distinctions between 
doctors living in rural counties and those 
living in urban areas. This classification 
is highly dependent upon the type of prac- 
tice; only 21% of the rural but 56% of the 
urban physicians are medical specialists. 

Doctors in urban areas are more likely 
to report that there are local mental 
hygiene clinics available in their communi- 
ties. Furthermore, they more frequently 
report that they do “quite a bit” of reading 
about psychiatry than do rural doctors. 
More of the urban sample say that they 
have visited one or more mental hospitals. 

On the other hand, more of the rural 
doctors in this sample have been involved 
in commitment procedures, although they 
are less likely to make use of a psychiatrist 
than are the urban physicians. Finally, we 
may note that it is more usual for the rural 
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practitioner to report he encounters “a 
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good deal” of psychosomatic disease than 
for the urban doctor to do so. 


SUMMARY 


The general level of information among 
physicians in New Jersey is rather low on 
such questions as identifying the depart- 
ment responsible for running the state men- 
tal hospitals, the number of state mental 
hospital patients and the nature of the 
programs of several major institutions; the 
majority of doctors cannot offer correct 
information. 

Although the majority report that they 
know of local general hospital facilities and 
clinic resources for the referral of patients 
in need of psychiatric care, the present 
study provides little confirmation of the 
existence and extent of concrete knowledge. 
Of those who say they know of local men- 
tal hygiene clinics, one-half cannot offer 


any information on the number of days 


per week that service is available. One- 
third of this group feels, however, that the 
local service is not adequate for the need. 

Actually, the majority of the doctors rec- 
ognize a shortage of psychiatric services in 
their community; nearly one-half empha- 
size that the problem is partially the need 
for low-cost treatment. Furthermore, most 
doctors feel that the state hospitals are 
not able to handle the job. It should be 
noted that a small but sizable group (over 
one-fifth of the sample) say they would not 
like to see more psychiatric facilities or 
clinics made available in their community. 

Not one doctor in five says he does “quite 
a bit” of reading in psychiatry. There are 
other findings, however, which suggest that 
there may be an extensive latent interest in 
the specialty, e.g., over two-thirds say they 
would like to have an informative pamphlet 
on the subject; 41% say they would defi- 
nitely attend a seminar in psychiatry if 





one were offered in their community and 
another 14% say they might. Also, two- 
fifths would like to see more psychiatrists 
on county medical society programs. We 
must note, however, that an almost equally 
large number say they would not. These 
findings suggest that there may be a sharp 
division of opinion about psychiatry within 
the medical group. The study indicates 
that at least a minority may be opposed to, 
or at best indifferent to, an expansion of 
the field. 

Estimates are high of actual or potential 
neuropsychiatric problems in the part of 
the population encountered by doctors in 
their practice. The vast majority of doctors 
say they have often or occasionally felt it 
necessary to refer patients for psychiatric 
help. Nearly two out of five doctors say 
that 10% or more of their patients could 
benefit from the services of a psychiatrist. 
Furthermore, the majority of doctors report 
that 30% or more of their patients are 
suffering from a neurosis, and nearly half 
say that they meet up with ‘“‘a good deal” 
of psychosomatic complaints. That doc- 
tors report a higher percentage of patients 
suffering from a “neurosis” than of patients 
who could benefit from psychiatric care 
indicates that a distinction is being made 
between disorders severe enough to require 
specialized treatment and those which are 
not. It would seem important to know 
more about the criteria utilized by doctors 
for noting emotional disturbances and 
gauging their severity. 

The vast majority (88%) of doctors feel 
confident of their ability to make the dif- 
ferential diagnosis between a neurosis and 
a psychosis. Again, it would seem highly 
important to learn something of the process 
by which such a decision is made. Two- 
thirds of the doctors say they feel able to 
treat a neurosis; in fact, only 12% of the 
total said flatly that they did not feel 
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qualified. It would be significant to have 
data which could tell us what methods the 
doctors use (or would use) in particular 
cases. In this study, we asked only what 
the doctors thought were, in general, the 
best methods of treatment for mental ill- 
ness. One-third endorsed electroshock 
therapy; one-fourth mentioned psychoan- 
alytic techniques. If a further study of 
doctors is to be made, it might be valuable 
to obtain more specific measurements on 
such questions as these: What percentage of 
their patients do the doctors actually treat 
for psychiatric problems? How do they 
decide whether such treatment is indicated? 
How do they decide upon the method or 
methods of treatment? What methods are 
used most frequently (e.g., psychother- 
apy, reassurance and support, or drugs)? 
Diagnosis and treatment are closely related 
to notions about etiology. In the present 
investigation, when doctors were asked the 
most common causes of mental disorder, 
they referred more often to the tensions 
and anxieties which arise in the course of 
living (such as concern over health, or 
family problems). Three out of ten men- 
tioned the factor of inherited predisposi- 
tion; a nearly equal proportion mentioned 
various physical factors. Only 18% made 
any reference to early familial experience. 
Unfortunately, some of these coding cate- 
gories lack precision. It seems evident, 
however, that the majority of doctors do 
not stress developmental factors in their 
etiological theories; they are “ahistorical” 
in their approach. Further research might 
seek to determine more exact information 
about etiological theories and their appli- 
cations to specific cases, in terms of diag- 
nosis, decision for the necessity of treat- 
ment, the mode of treatment (if the doctor 
essays it) and/or the nature of the referral. 

Seventy-eight percent of the doctors have 
been involved in commitment procedures; 
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nearly one-third of these “only occasion- 
ally” or never use a psychiatrist as the other 


committing physician. The present study 
indicates a fairly widespread feeling of com- 
petence among doctors about coping with 
problems of mental illness. In juxtaposi- 
tion, the finding that so few do any reading 
in the current psychiatric literature is 
somewhat disquieting. The present study 


does not provide a definitive assessment of 
competence; perhaps a future one shall. 

The doctor may be regarded as a “gate- 
keeper” along the route to psychiatric treat- 
ment. Since he may be one of the first 
professionals to see potential mental pa- 
tients, his judgment can often determine 
how many, how soon and where patients 
are to be referred. 








LEO SHATIN, Pu.D. 


Some psychological aspects of 


long-term hospitalization 


The rehabilitative role of 


recreational and special activities 


The roster of special service in the treat- 
ment of the long-term patient includes rec- 
reational social activities, sports, various 
entertainments inside and outside the hos- 
pital, outings, music, the amateur radio 
station, and volunteer ward activities. 
From the very inception of our psycholog- 
ical program at this hospital we have 
worked hand in hand with the special serv- 
ice personne}. It has therefore been possi- 
ble to gain an intimate understanding of 
the points of contact between that service 
and our psychiatric patients. 

These remarks are addressed predomi- 
nantly to the activities of the special service 
personnel insofar as they affect the welfare 
of the chronic psychiatric patient. How- 
ever, it will not be too far afield to make 
certain observations which hold for the 
chronic patient whether he be medical or 
psychiatric. 

The Veterans Administration Hospital 
at Albany, N. Y., is a 1,005—bed general 
medical hospital with some 300 beds allo- 


cated to psychiatric patients. Its mission 
has included a pilot program of care and 
continued treatment for the long-term men- 
tal patient. This pilot program embraced 
a rather new concept, namely, the treat- 
ment of aged chronic mental patients in 
a general medical and surgical setting, 
geographically located within an urban 
center and having only limited grounds. 
This new and even radical concept some- 
times necessitated drastic departure from 
the usual administrative patterns of a gen- 
eral hospital organization. Security meas- 
ures were minimized. Psychiatric patients 
were encouraged to make the fullest possi- 
ble use of all those recreational areas and 
activities which were available within the 





Dr. Shatin, who is chief clinical psychologist at the 
Veterans Administration Hospital in Albany, N. Y., 
and associate professor of psychology at the Albany 
Medical College, delivered this paper at a confer- 
ence on special services, held at the hospital on 
January 16-17, 1956. 
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building or its grounds. The many re- 
quisite changes in administrative practice, 
together with the rapid introduction of 
several score long-term mental patients 
within the brief span of but a few months, 
made necessary a decided change in the 
orientation of our hospital personnel. Ap- 
prehension arose in various quarters and 
had to be allayed. Attitudes had to be 
re-oriented and new treatment methods 
had to be learned. Naturally, employees 
as well as non-psychotic medical and surgi- 
cal patients made frequent contact with 
the psychiatric patients. This created 
stressful situations at times. 

We therefore undertook a program to 
demonstrate to the hospital community the 
potentialities for improvement of these 
older chronic mental patients with func- 
tional psychoses (2, 8). ‘The prognosis for 
these patients is most usually viewed with 
extreme pessimism. In all frankness, the 
major purpose of this project was to 
heighten the therapeutic atmosphere within 
our wards and indeed within the bounda- 
ries of the hospital as a whole. The project 
was an aid to our own learning. It also 
constituted a focal point from which were 
disseminated those attitudes which would 
be most beneficial for the long-term psy- 
chiatric patient. Tinally, the project was 
so developed that it provided an oppor- 
tunity for the admixture of our demonstra- 
tion long-term patients with younger and 
relatively acute patients, on the same ward 
and in the same living areas. This worked 
to the ultimate benefit of both. 

Briefly, ten experimental and ten control 
patients, all with exceptionally poor prog- 
noses, were matched individually for age, 
chronicity and behavioral ward adjustment. 
Their mean age was 56.2 years for the dem- 
onstration group and 58.6 for the control. 
Mean chronicity (years since first hospital- 
ization) was 26.7 years for the demonstra- 
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tion group and 26.9 years for the control. 
Ward adjustment for the two groups was 
closely comparable. This was quantified 
by a behavioral rating scale developed for 
the specific purpose. 

The control patients proceeded with their 
usual ward treatment programs throughout 
the duration of this project. These treat- 
ment programs were fully as comprehensive 
and adequate as those of any good psychia- 
tric institution. But all demonstration sub- 
jects were combined into a social unit and 
removed to a separate open ward where 
they lived together with younger, less 
chronic patients. A variety of treatment 
methods was utilized, including group psy- 
chotherapy, corrective and physical ther- 
apy, hydrotherapy, music therapy, occu- 
pational therapy, recreational therapy and 
electroshock therapy. 

All the rehabilitation and ward person- 
nel concerned with the demonstration 


patients or their therapies met together 
weekly to discuss the progress of the pa- 


tients. They described and debated the 
methods of handling special problems 
which arose throughout the course of the 
project. Every patient was evaluated with 
quantitative rating scales at the beginning 
of the experiment and at stated intervals 
thereafter over its total course of six 
months. Three main tools for evaluation 
were employed: (a) behavioral rating scale 
(5), (b) multidimensional scale for rating 
psychiatric patients(4) and (c) weekly rating 
scale (2). I will not go into the details nor 
the rationale for these scales. Insofar as 
the quantitative results were concerned, 
they all demonstrated manifestly increased 
superiority of the demonstration patients 
over the control patients. This superiority 
improved with time. It was most graphic- 
ally portrayed by the objective statistical 
results and tabulations (2, 8). The control 
group remained unimproved and even 





showed some minor deterioration accord- 
ing to the multidimensional rating scale. 


Three case historical sketches are presented 
below.! They exemplify the type of patient 
treated and they concretize the qualitative 
results. 

Patient D1, hebephrenic schizophrenic, 
age 58, first admission 1920, continuously 
hospitalized. Extreme hoarder, stuffed 
cigarette buts, dirty linen, etc., into his 
clothing. Appeared humpbacked because 
of a large wad of newspapers he carried 
about. When addressed, gave a vigorous 
nod of the head and said “Yeah,” but did 
not otherwise speak. Paced about a good 
deal. Always wore a dirty cap. 

Patient improved following EST. He 
did not insist on wearing his cap and his 
hoarding behavior abated. He seemed 
eager to gain attention and recognition and 
would hold out his hand to personnel to 
shake. Fifteen weeks after the experiment, 
the patient maintained some improvement 
but continud to hoard worthless items. 
When confronted with his behavior, he 
feinted at his accuser although he is not 
assaultive. He was recommended for fur- 
ther EST. 

Patient received two more EST during 
the 15th experimental week, three during 
the 16th, and one during the 17th week. 
He became subdued but more cooperative 
and friendly with ward personnel. His 
hoarding behavior ceased and he no longer 
insisted on wearing his cap. He was given 
a limited privilege card which entitled him 
to go off the ward in the company of an- 
other demonstration patient who had full 
privileges. Thereafter he visited the can- 
teen daily and participated in off-station 
trips. 

D1 assumed the role of ward helper, 
cleaning sinks and making beds. He took 
no property from other patients’ rooms, 
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showed generosity with his cigarettes and 
literally amazed the ward personnel with 
his cooperative behavior. A brief period 
of regression followed and he began to 
wear bedclothing for decorative purposes. 
This behavior soon ceased. Patient formed 
a close relationship with the occupational 
therapist and desired to please her. He 
was unresponsive during a visit from his 
family, the first received in a very long 
while. He was, however, reaching out to 
ward personnel for attention and seemed 
desirous of forming closer relationship with 
the people who were helping him. At the 
close of the demonstration project, D1 con- 
tinued to share a room on the ward with 
the patient who had full privileges and 
in whose company he participated in in- 
dustrial therapy. 


Patient D2, hebephrenic schizophrenic, age 
55, first admission 1920, continuously hos- 
pitalized, was silly, acted the part of the 


Constantly gestured to gain at- 
tention. Exhibited his knees, breasts and 
teeth in grotesque fashion. Legs were ul- 
cerated due to constant picking and irrita- 
tion. Spoke in a loud, garbled, incompre- 
hensible fashion. Smoked cigarette with 
burning end in his mouth, then used the 
wet end to write on the wall. 

At the very start of the experiment, an 
increase in the patient’s abnormal behavior 
was noted. He broke a window, loosened 
light fixtures and distributed wrapped feces 
about the ward. The patient received only 
two EST because of medical contra-indica- 
tions, at which time he was transferred to 
an infirmary ward. Here he became ex- 
tremely passive and infantile. Following 
transfer back to the demonstration ward 
his behavior again became oriented toward 


“clown.” 





1 Reprinted by permission of the Journal of Nerv- 
ous and Mental Disease (2, 8). 
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obtaining attention. Fifteen weeks after 
the experiment this patient no longer de- 
stroyed property. Occasionally he was 
pleasant in conversation. His bizarre 
mannerisms were less evident. 

Patient received one EST during the 
15th experimental week and one weekly 
from the 17th through the 2Ist weeks. 
Immediately following this treatment he 
became less active and seemed to feign the 
illness which had occurred after his first 
series of EST. Periods of hyperactivity 
ensued, when the patient sought to gain 
attention. On two occasions he defecated 
on the floor of the dining room and once 
he overturned an elderly patient sitting in 
a wheelchair. When placed in ten minutes’ 
seclusion for this latter act, D2 realized that 
he was a “naughty boy.” His appetite grad- 
ually improved, as did his speech, which 
was now more clearly enunciated. Toward 
the end of the demonstration period he 
reverted to gesturing with his feet and 
hands. During group psychotherapy there 
were five occasions when the patient seemed 
to have some insight into his behavior. At 
the termination of the project he was not 
considered capable of adjusting adequately 
on this open ward with fully privileged 
patients. Hence he was transferred to an- 
other open ward with long-term patients 
at a lower level of adjustment. 


Patient D9, paranoid schizophrenic, age 58, 
first admission 1924, four subsequent ad- 
missions, continuously hospitalized since 
1948. He was extremely paranoid, and 
would walk away from personnel who ap- 
proached him but followed personnel when 
they left. Constantly asked to be dis- 
charged to New York City. Used to shout 
and to kick at the door when angry. Said 
there was a machine outside which influ- 
enced his thoughts. Said that all records 
which are dictated by doctors are about 
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him. Never sat down, was always pacing. 
Patient improved while receiving EST, 
related himself very well to personnel, and 
was pleasant and cooperative for a brief 
time. He regressed somewhat temporarily 
and began demanding to go to New York 
City. After that he again improved. Fif- 
teen weeks after the experiment, patient 
showed dramatic improvement. He had a 
privilege card, went out on pass unaccom- 
panied, and was an assistant in the recrea- 
tion sports section, where he did an excel- 
lent job. He made friends in the hospital. 
He had some physical complaints but con- 
sidered himself ready for discharge. He 
had dissociated himself from the demon- 
stration group and preferred to seek friends 
among the hospital personnel and among 
those patients who are not psychotic. 
Patient D9 received no additional EST. 
Because of his improvement and because 
he was doing so well as assistant to the 
recreation sports department, this patient 
was discontinued from active demonstra- 
tion group therapy. He effected an adjust- 
ment at a level far superior to that of all 
other patients in the group. He now felt 
nothing in common with them. He was 
reassigned to a psychotherapeutic group 
composed of younger, more acute patients. 
Patient reacted rather adversely to this new 
group therapy and was soon discontinued. 
He was visited later by his sister and had 
a pleasant time with her despite her refusal 
to arrange a leave or accept any responsi- 
bility for him. Personnel were surprised 
to note no regression in the patient’s be- 
havior after this visit. He continued to 
have privileges, lived in a 2-bed room with 
one of the younger patients and worked 
on his industrial therapy assignment. He 
became an important member of the recre- 
ation sports department and was voted 
“patient of the week” by the hospital news- 


paper. He maintained his excellent ad- 





justment and made frequent off-station 
trips. He wore his own clothes rather than 
the hospital issue. Patient complained 
about numerous physical symptoms, none 
of which he had mentioned when he was 
mentally ill. He was generous in his gifts 
to the staff, purchasing cigarettes and 
tobacco for them, and was eager to form 
friendships with staff members. Patient 
became concerned about money and about 
the fact that he would have no job when 
he left the hospital. At his own request 
he was given a 3-day pass to visit New 
York. He traveled by himself, stayed in a 
hotel, and visited his-family and old busi- 
ness acquaintances. He returned to the 


hospital quite buoyant and enthusiastic. 
Patient then requested frequent Saturday 
or Sunday passes and utilized them well. 
At the termination of the demonstration 
project he was continued on the same 
privileged open ward. 


I wish that we could have good quanti- 
fied materials such as were so beautifully 
available in the statistical tables (8) to 
portray by contrast certain of the intan- 
gible benefits which were derived from this 
project. These intangible non-quantifiable 
benefits were fully as important as the 
measurable results, if not more important. 

Considerable interest was elicited among 
the professional and administrative staff. 
It was a difficult, complex type of project 
that could be accomplished only through 
the wholehearted cooperation of many serv- 
ices and divisions. It drew them all into 
its functioning organic unity. The pro- 
gram constituted a definite learning and 
growth experience for all staff members 
involved. Staff person learned from staff 
person. We learned what the other fellow 
had to offer and we also learned the prac- 
tical limitations of his professional role. 
We accepted that which he could give; 
but we also accepted his limits. We learned 
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how to use the knowledge and potential 
contribution of all the vocational roles 
that came together in this project. Hence 
the benefits derived were permanent. They 
were disseminated to the benefit of many 
patients not then within the project itself. 

Final individual interviews were con- 
ducted with the staff participants to ascer- 
tain their personal reaction to this demon- 
stration program. It was made patent to 
us that staff morale remained high and 
that enthusiasm for the learning of treat- 
ment methods and the solution of new 
problems was undiminished at the end of 
the last month of the experiment. This 
program remained a high point in the 
hospital experience of all participants. In 
our judgment this project successfully dem- 
onstrated to the hospital community that 
older, chronic mental patients can be im- 
proved by the determined application of 
a modern and comprehensive treatment 
program. We felt that it contributed enor- 
mously to hospital-wide acceptance of our 
psychiatric treatment program for long- 
term patients. 

At the conclusion of this demonstration 
project a similar program (now non-experi- 
mental) was instituted on one ward with 
47 chronic psychiatric patients. The gen- 
eral ward atmosphere and approach is simi- 
lar to that of the original demonstration 
project. The latter constituted the basis 
for this ongoing program, which now func- 
tions with a more limited staff but con- 
tinues to act as a central focus of learning 
and treatment. 

The special service section made a de- 
cided contribution to the demonstration 
program I have just described. It was part 
and parcel of our complete rehabilitation 
effort. Recreation therapist and music 
therapist, both representatives of the spe- 
cial service section, participated in our 
weekly staff conferences. The recreational 
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facilities, the off-station visits, the bus trips 
and the many other recreational activities 
contributed vitally to our whole effort. 
The rhythm band in which our demonstra- 
tion patients participated actively, and the 
recorded folk music which we utilized— 
both were made available through the ef- 
forts of the special service section and its 
volunteers. The ways in which we then 
learned to use the special services have 
been carried through in several directions 
which I will touch upon. 

I remember well the rhythm group ses- 
sion where the demonstration patients be- 
gan to dance in a kind of conga line or 
snake dance. This would have been be- 
yond our wildest dreams at the outset of 


the project. The rhythm group sessions, 


held twice weekly, were attended by a 
music therapist and a clinical psychologist. 
Live music—the man with the piano— 
contributed to the vitality of the music 


rhythm activity. Some few times it was 
necessary to use “canned music.” This, of 
course, was better than no music at all, 
but it lacked the drive and impetus given 
by the piano with the live musician. 

It was through this demonstration ex- 
perience that I, and all of us who partici- 
pated, became keenly aware of rehabilita- 
tion functions which could be implemented 
by the special services. 

The activities provided by our special 
service personnel were an integral part of 
our rehabilitation effort, and were accepted 
as such by all participants. Rehabilitation 
does not necessarily mean recovery to the 
point of discharge or to the point of social 
and economic self-sufficiency. It includes 
a preventive concept, the retardation of 
the process of deterioration. Rehabilita- 
tion can mean the deceleration of that 
usual deterioration which occurs when hos- 
pitalization goes on and on, through the 
months and through the years. The de- 
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terioration which comes from long hos- 
pitalization is not necessarily a consequence 
of the disease per se. 

The chronic patient, medical or psychi- 
atric, devaluates himself from the very be- 
ginning of his hospitalization and there- 
after (9). He perceives himself as disabled 
and inferior. His self-concept and his body 
image necessarily change in a negative way. 
He goes through a period which might be 
termed “mourning” when he tries to re- 
orient himself to his new and devaluated 
self-concept. He shows a narcissistic with- 
drawal of interest from the outside world 
and turns his interest in upon himself. 
This is furthered when the patient is 
treated as an object, as if he were unfeel- 
ing and emotionally uninvolved, as an ex- 
ample of an illness or disease rather than 
as a person who is suffering. The special 
service section counters this by providing 
contact with the world outside. Through 
its entertainment, its visitors and its trips, 
it maintains the patient’s contact with the 
world of health, with the usual world 
channel of communication back into the 
ordinary world outside. Especially for the 
chronic patient, the patient who is and will 
be hospitalized here for years, must such 
a channel be maintained and strengthened. 
Off-station trips, television, radio, news- 
paper, books, performers, parties, games— 
these maintain the patient’s contact with 
the normal and active world of health. 
Here is an emphatic need for every facet 
of special services. 

These special services are not simply 
diversionary, something to “keep the pa- 
tient happy.” They are used with a defi- 
nite aim and with a definite purpose: in 
other words, as a treatment modality. This 
is not to say that many nonspecific facilities 
are not provided by the special services. 
Indeed they are, and are very useful as 
such. But over and above this the special 





service section can, and here does, serve 
as an integral part of our rehabilitation 
armamentarium. 

I have given much praise to the special 
service section. This does not mean the 
relationship among our sections has been 
continually smooth and acceptable. How- 
ever, the essence of relationship is this: 
we know our own limitations and we know 
the other’s limitations. We know how to 
utilize each other’s professional services to 
meet thé needs of the patient. 

You may notice that I have avoided the 
words team and teamwork. This is not 
merely a personal predilection. The self- 
conscious use of the word team implies an 
underlying feeling that perhaps there are 
members participating who are not really 
and originally a part of the team. It 
smacks of the psychological mechanism 
of compensation. And this is not the case. 
In a joint, coordinated effort, every partici- 


pating member contributes mightily to that 


effort. The nurse, the nursing assistant, 
the social worker, the vocational counselor, 
the music specialist, the librarian, the recre- 
ation therapist—none has to prove himself. 
He has already done so over and over 
again. 

In cooperative hospital undertakings 
such as our demonstration program, cer- 
tain principles of human relations assume 
paramount importance. First of all, the 
technical jargon of any rehabilitation disci- 
pline, whether it be psychology or psychi- 
atry or recreation, should be avoided. 
Basic English serves very well as the 
medium of communication. Secondly, one 
must be cognizant that the participants 
constitute a socially interacting group with 
all the dynamics, needs and motivations 
which exist in such groups. Thirdly, the 
group should be structured not as a hier- 
archical relationship but rather as one in 
which all have an equal and accepted voice. 
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If anything is to be accomplished over the 
long haul, through the years rather than 
toward a single immediate short-term goal, 
congenial relationships must be main- 
tained. Some of the problems which are 
likely to arise (3) are problems of status, 
of bypassing the chain of command and the 
channels of communication, of clashes be- 
tween the “idea man” and the “practical 
man.” <A staff member who enters the 
project at some date after its inception 
may be in danger of feeling rejected. All 
this must be anticipated. It can be avoided 
by joint planning, by full and frequent 
group discussion, and by making known 
the realistic divisions of the duties of all. 

In preparing this paper I recalled some 
points of contact and communication with 
special services. This was indeed an eye- 
opener. Let me show you why. 

Two years ago we became interested in 
the effect of music on the speed of awaken- 
ing following electroshock treatment. Our 
special service section, hearing of our in- 
terest, created a liaison with a volunteer 
organization! which then provided tech- 
nical assistance and worked with us on a 
continuing basis throughout the project. 
Hence, through the efforts of the special 
service section, the particular types of 
music we needed and the particular record- 
player we desired were made available. 
Our efforts ultimately culminated in a con- 
trolled study of the relationship between 
music and post-electroshock awakening (6). 
This has given some promising leads which 
we hope are worthy of further exploration. 

In our group psychotherapeutic program 
with the long-term psychiatric patients we 





1 Hospitalized Veterans Music Service of the Musi- 
cians Emergency Fund, Inc., New York, to whom 
grateful acknowledgement is made for their gen- 
erous technical and advisory assistance in our many 
music projects with veteran patients. 
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began to apply rhythm instruments. At 
least two of our groups now have a schedule 
which includes verbal psychotherapy on 
one day of the week and rhythm participa- 
tion on another day of the week. The 
rhythm participation helps to draw the 
men together and assists their entry into 
the formal group organization. A sum- 
mary of our knowledge gained through this 
medium, and a description of its functional 
application, was recently reported (7). 
About a year and a half ago we organ- 
ized a group treatment program for aphasic 
patients. This was not a speech reeduca- 
tional program. Rather was it concerned 
with the emotional and social problems of 
our aphasic patients, most of them elderly 
and long-term. We desired to create an 
informal, pleasant, socially enjoyable group 
atmosphere. The special service section 


provided us with two mature female volun- 


teers, very appropriate to the motherly role. 
These volunteers offered refreshments at 
the weekly meetings and participated 
actively in the social proceedings. Music 
facilities were also utilized, both for group 
singing and group rhythm band. Much 
was accomplished through this group, 
which is still active and thriving (1). 

The use of music during electroshock 
treatment is widespread throughout the 
United States. The prevailing general im- 
pression is that music tends to alleviate 
the fear of patients while awaiting treat- 
ment. At Albany we have been fortunate 
in securing fine provision for such music. 
Last year we also undertook a program to 
investigate quantitatively whether music 
actually alleviates the patients’ fear of treat- 
ment. Materials such as music records and 
special tape machines were made available 
to us under the auspices of the special serv- 
ice section and its volunteers. 

We utilized certain types of abstract 
movies, where form and color were com- 
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bined together with music, especially to 
evoke planned emotional reactions among 
our patients. Once again we called upon 
the special service section and its volun- 
teers to provide us with a film and to make 
available to us the auditorium set-up as 
well as the movie operator. A weekly ther- 
apeutic film program for psychiatric pa- 
tients is conducted under the auspices of 
a psychologist and a psychiatrist. The 
leaders require the service of the recreation 
department for the formal execution of the 
plan: locale, projectors, operator, etc. This 
program stimulates a definite beneficial re- 
action within the patients. It induces 
them to explore their problems within 
a psychotherapeutic group setting, and 
makes it difficult for their avoidant-repres- 
sive mechanisms to dodge the issue—as too 
often had been the case. 

Over and over again I have found in 
my psychotherapeutic groups, conducted 
with neurotic patients, that the patients 
discuss the social contacts they make in 
the recreation hall and in the radio room 
of the special service section. These areas 
provide a segment of life where the usual 
daily problems of living, not so easily avail- 
able within hospital walls, may arise. Such 
experiences reveal in a microcosm that type 
of social difficulty which has occurred 
throughout the patient’s whole life. It pro- 
vides the psychotherapeutic group leader 
with important social material—within the 
group setting. There he may discuss the 
patient’s perception of the social situation 
and the adequacy of his reaction to that 
situation. I doubt very much that our 
special service department knows how often 
it has been damned by individual patients 
within the group therapy setting! This is 
of course to the credit, not the discredit, 
of the special service section. Since our 
ambulatory privileged patients so often do 
have contact with special services, the latter 





provides a frequent focus for their frustra- 
tion and hostility. This comes to a fruit- 
ful culmination in our psychotherapeutic 
groups. It provides the concrete material 
of life, the here and the now, which may 
be fruitfully discussed and resolved in 
psychotherapy. 

While on duty at a hospital in New 
England, I had occasion to examine a 
patient, an elderly man, who was rejected 
by his wife and who was being considered 
for transfer either to Albany or to a domi- 
ciliary home. On my arrival in Albany 
I met this same patient once again. He 
was participating daily in the radio activi- 
ties of the special service section. The 
change in his attitude toward life, his now- 
strong joy of life, was profound. It was in 
decided contrast to his previous state of 
morale. Where before he had been dis- 
couraged, had felt rejected and had nothing 
to look forward to, now he had a definite 
social orbit and realm of competence 
within the sphere of special services. 

Many times, and for many reasons, we 
have needed to make tape recordings of 
psychological activities. I assure you, it 
has been most gratifying to have the co- 
operation of an expert from the special 
services department. It has enabled us 
to hold more effective conferences and to 
make more adequate evaluation of the 
results of such conferences. 

A social dance program for mental pa- 
tients is conducted with the assistance of 
Red Cross volunteers. The departments of 
psychiatry, psychology and special services 
have had several joint meetings to discuss 
the organization of a project designed to 
evaluate carefully and without bias the 
actual effect of the dance program on the 
patients and on their desire to enter into 
social relationships. We intend to evaluate 
quantitatively the attitudes of ward per- 
sonnel and participating volunteers, as well 
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as the attitudes of the patients themselves. 

In our newer service program, the off- 
shoot of the demonstration program, we 
have experimented with the use of the 
library as a treatment method for long- 
term psychiatric patients. The chief 
librarian has introduced our long-term 
mental patients into certain bibliothera- 
peutic activities involving group discussion 
on matters of topical interest. We have also 
begun to study the reading interests of 
psychiatric patients and to compare them 
with the reading interests of patients in 
the medical and surgical services. 

The recreation section has devised some 
important openings for industrial therapy. 
Several of our long-term patients have 
functioned most adequately within the 
atmosphere and the setting provided by 
the recreation department. These patients 
have been of decided assistance to the recre- 
ation staff at the same time as the activity 
itself has been a rewarding and rehabili- 
tating experience for the patients. In these 
several instances of which I speak the recre- 
ation section has provided a stepping-stone 
into the member-employee position or into 
the night hospital type of arrangement. 

You may be familiar with the hospital 
newspaper which is published under the 
auspices of the special service section. This 
has been an important focus for certain of 
our patients. It has provided them with 
an incentive to write and to explore the 
various hospital departments for topics 
about which to write. Some of our pa- 
tients have assisted in the administrative 
aspects of the paper rather than as writers. 
In all cases they have shown a strong sense 
of growing responsibility and of belonging- 
ness to the newspaper group. The news- 
paper has also provided our most disabled 
patients with an activity which they can 
accomplish on the ward under the super- 
vision of occupational therapy, namely, the 
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assembly and stapling of the newspaper 
sheets. This is a weekly activity which 
occurs on Friday morning and is a distinct 
part of the Friday morning routine. One 
of the long-term patients then distributes 
the paper to us in the psychiatric service. 
This is an important rite to him; he dis- 
tributes the paper to all points, and accu- 
rately so. From this he has gained a proud 
sense of accomplishment, and with it, a 
sense of responsibility. 

Just recently an interesting event oc- 
curred. The recreation department in- 
formed me that we would have a newspaper 
article published about some of the activi- 
ties of the psychiatric service. I was asked 
whether a reporter might speak to the pa- 
tients in one of our psychotherapeutic 
groups. That same day I took up the matter 
with a group of young and alert psycho- 
neurotic patients. In group discussion they 
rejected the idea of having an observer. 
They felt this would immediately defeat 
the purpose of group psychotherapy. After 
some further discussion they came up with 
an excellent idea. They asked to have the 
Thursday session of the group therapy can- 
celled. Instead, the news reporter might 
come in and conduct a small forum with 
the group. The group would be glad to 
answer any questions about group treat- 
ment or other activities, provided the ques- 
tions were not personal. The group was 
eager to make known to the general public 
and to employers, through the medium of 
the newspaper, their positive feelings about 
the hospital and about the general atmos- 
phere in our service. They desired to do 
their bit to fight prejudice against persons 
with mental disorders. This forum was 
held. It really did constitute a gratifying 
experience to the patients. It gratified me 
as their group therapist, in that they 
showed sufficient initiative to resolve the 
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problem and to take action toward a well- 
conceived goal. 

Psychological rehabilitation is a matter 
of attitude; it is a state of mind. This 
attitude is not the prerogative of any one 
guild. The rehabilitative attitude—like 
gold—is where you find it. The medium 
of communication to the patient does, of 
course, vary with the role of the staff mem- 
ber. But each can in his own very special 
way give of himself and of his strength. In 
this lies the secret of its success. 
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MORTIMER M. MEYER 


Who returns to the clinic 


Frequently when psychotherapists are ex- 
changing comments about individual pa- 
tients or therapy in general, the remark is 
made that all the old cases are coming 
back to the clinic, that all the closed cases 
have had to be re-opened. The frequency 
of these comments stirred our curiosity as 
to the facts. Is this impression in the same 
category of selective perception as the old 
saw: “Every time I carry an umbrella it 
doesn’t rain?” Or is there some valid basis 
for the somewhat somber conclusion that 
only a small number of the patients treated 
in our clinic are helped to live a reasonably 
comfortable, socially adjusted and _ inde- 
pendent life without further help from the 
clinic? 

Our Veterans Administration mental 
hygiene clinic, a therapy clinic, has been 
functioning now for more than ten years 
and has about 5,500 closed cases. It was 


for more therapy? 


time to take stock. We took as a sample 
for study the case files in every third 
drawer of cases closed since the clinic 
started. These closed cases include the 
files of patients who were in treatment 
until completion of therapy, those who 
left treatment before completion, and those 
who were not accepted for treatment. 
Among these cases further selection oc- 
curred. Since our first question was: 
“What proportion of treated cases come 
back to the clinic?’, we had to define 
“treated” arbitrarily. A previous research 
study at the clinic indicated that patients 
who remained in treatment for five sessions 
were more likely to continue until com- 





Before her recent death Dr. Tolman was on the 
staff of the Veterans Administration’s mental hy- 
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497 





pletion of treatment. We therefore chose 
five or more therapy sessions (including the 
intake interview) as the definition of “treat- 
ment.” Although this definition was not 
rigorous, it had the advantage of being 
based on some research with the same 
population. 

Even further selection occurred. We lim- 
ited the cases to those for whom a “closing 
summary” appeared in the file. The closing 
summary was introduced in the records of 
the clinic in 1949 and contained the fol- 
lowing items: Patient’s name, date patient 
entered therapy and date case was closed, 
number of therapy sessions in the clinic, 
marital status of patient, occupational sta- 
tus, diagnosis, reason for closing the case 
and therapeutic status when case was 
closed. In addition, the following items 
were obtained from the “face sheet”: sex, 
race and date of birth. 

All of these data were used. All are 
relatively superficial and there is no item 
which points to any of the deeper dynamics 
of the patient. But it was felt that to look 
at even these simple facts in relation to 
the tendency to return for therapy might 
provide some useful information. Could 
we find any differences in these items be- 
tween those who come back to the clinic 
for more therapy and the total sample? 
Distributions of the data computed sepa- 
rately for the total sample and for those 
who did not return were practically identi- 
cal; we therefore chose to compare those 
who returned with “the average patient” of 
the total group rather than with those who 
did not return. 

Our interest was not only in the patient 
who comes back. We were interested also 
in the over-all picture. How do ail pa- 
tients stand on these variables? How about 
the ones who improve markedly and those 
who make only a slight improvement? How 
about those who stay the same? 
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TABLE I 


Date of birth of all patients 
in sample 





DATE NUMBER PERCENT 





Before 1900 
1900-04 
1905-09 
1910-14 
1915-19 
1920-24 
1925-29 
1930-34 


No information 


Median 





TABLE II 


Number of therapeutic sessions 
of all patients in sample 





NUMBER OF 
SESSIONS NUMBER PERCENT 





5- 14 133 
15-— 24 66 
25- 49 77 
50- 74 38 
75- 99 17 

100-149 10 
150-199 5 
200-and over 8 
354 
Mean 38 Sessions 
Median 22 a 








THE AVERAGE PATIENT 


Our sample consisted of 354 cases. Ninety- 
four percent of these were white, 89% were 
male. On the other recorded variables 
which have been mentioned, these patients 
were distributed as shown in Tables I to 
VIL. 


TABLE Ill 


Closing therapeutic status 
of all patients in sample 





STATUS NUMBER PERCENT 





Much improved 88 
Slightly improved 
Maximum benefit 
Unimproved 


No information 





TABLE IV 


Reason for closing cases 
of all patients in sample 





REASON NUMBER PERCENT 





Treatment completed 78 22 
Hospitalization 11 3 
Patient discontinued— 

informed therapist 125 

Patient discontinued— 

did not inform therapist 77 

Other 1 63 


354 





1The category of “other” includes such circum- 
stances as the patients’ leaving town, taking full- 
time jobs, departure of therapist from the clinic, 


etc. 
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TABLE V 


Marital status of all patients 
in sample 





AT INTAKE AT CLOSURE 





STATUS Number Percent Number Percent 





Single 100 28 95 26 
Married 58 204 58 
Divorced 9 
Separated 6 
Widowed 





TABLE VI 


Occupational or educational status 
of all patients in sample 





AT INTAKE AT CLOSURE 





STATUS Number Percent Number Percent 





Employed 182 51 232 65 
School 53 15 45 13 
Unemployed 119 34 77 22 


354 354 100 





TABLE VII 


Diagnosis of all patients in sample 





DIAGNOSIS NUMBER PERCENT 





Psychoneurotic 
reaction 

Psychotic reaction 
Character disorder 
Miscellaneous 








To summarize, our “average” (modal) 
patient is a white male born between 1920 
and 1924. He came to the clinic for an 
average of 38 therapeutic sessions and he 
left “slightly improved,” discontinuing 
therapy after some discussion with the 
therapist. He was married and employed, 
but more likely to be employed at the end 
of therapy than at the beginning. The 
most common diagnosis was one of the 
psychoneurotic categories, especially anxi- 
ety neuroses. 


PATIENTS WHO RETURNED 
FOR FURTHER TREATMENT 


Of our total sample only 12% returned to 
the clinic. Of this 12%, 9% returned once, 
2% twice, 1% three times. Eighty-eight 
percent, therefore, never returned. The 
small group who returned to the clinic 


for further treatment were, like the total 


sample, predominantly white (95%) and 
male (93%). 

Among the patients who had come to 
the clinic but who had not been “treated,” 
that is, who had come for fewer than five 


TABLE VIII 


Date of birth of patients who return 





DATE NUMBER PERCENT 





Before 1900 
1900-04 
1905-09 
1910-14 
1915-19 
1920-24 
1925-29 


Median 1920 





500 


TABLE IX 


Number of therapeutic sessions 
of patients who return 





NUMBER OF 


SESSIONS NUMBER PERCENT 





5- 14 13 
15- 24 7 
25- 49 17 
50- 74 4 
75- 99 

100-149 
150-199 
200-and over 
43 
Mean 31 Sessions 


Median 27 ‘ 





interviews, the proportion of patients who 
returned was even lower. A check on re- 
turns among a sample of 431 of these 
patients showed that only 25, or 5.8%, 
returned later. We could reasonably as- 
sume that the lack of motivation for ther- 
apy which prevented their continuing in 
the first place also prevented their return. 

Tables VIII through XIV give for the 
patients who return to the clinic data 
similar to those shown in Tables I through 
VII for the total sample. 

The data in Table X arouse a question. 
What therapeutic gain is accomplished by 
these “repeat” visits to the clinic? It is 
apparent that the final judgment of thera- 
peutic status shows no improvement over 
the status at the first closing, the propor- 
tions in the “improved” and“unimproved” 
categories being approximately the same 
in the two distributions. The average num- 
ber of sessions after return of these patients 
was 25, so the result cannot be attributed 





TABLE X 


Closing therapeutic status 
of patients who return 





FIRST FINAL 





STATUS Number Percent Number Percent 





Much improved 28 10 23 
Slightly improved 39 37 
Maximum benefit 7 7 
Unimproved 26 33 


100 





to the fact that no further therapeutic work 
was done with them. The small size of our 
sample must make inferences tentative, but 
we can reflect soberly that we should be 
cautious in expecting great additional ther- 


TABLE XI 


Reason for closing cases 
(first treatment period) 
of patients who return 





REASON NUMBER PERCENT 





Treatment completed 10 23 
Hospitalization 3 7 
Patient discontinued— 

informed therapist 15 

Patient discontinued— 

did not inform therapist 8 

Other 2 7 


43 





2 The category of “other” includes such circum- 
stances as the patients’ leaving town, taking full- 
time jobs, departure of therapist from the clinic, 


etc. 
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apeutic benefits from these further treat- 
ment sessions. It may be that these repeat 
visits should be viewed as an opportunity 
to consolidate the gains made in the pre- 
vious therapy. 

To summarize (although these inferences 
must be regarded as tentative because the 
number is so small), our patient who re- 
turns to the clinic does not differ markedly 
from our “average” patient. He is slightly 
older but this difference is not statistically 


TABLE XII 


Marital status of patients who return 





AT INTAKE AT CLOSURE 








STATUS Number Percent Number Percent 





Single 18 42 18 42 
Married 20 19 
Divorced 

Separated 





significant. He has come to the clinic for 
a number of therapeutic sessions that is 
slightly lower than that of the total group. 
This difference is also not statistically sig- 
nificant. He too has left “slightly im- 
proved” and was discontinued after some 
discussion with the therapist. He was less 
likely than the average patient to be mar- 
ried and more likely to be single at the 
time his case was closed. He was less likely 





3 The formula used was that for standard error of 
difference between two percentages: 


100 / P:Q, + P,Q, 








TABLE XIII 


Occupational or educational status 
of patients who return 





AT INTAKE AT CLOSURE 





STATUS Number Percent Number Percent 





Employed 15 35 63 
School 10 23 14 
Unemployed 18 42 23 


43 100 100 





to be employed than the average at the 
time of intake, but by the conclusion of 
treatment his employment status had im- 
proved and coincided with that of the aver- 
age patient. The differences in both mari- 
tal and employment status are significant 
at the .05 level. In diagnosis there were 
no differences between the patient who 
came back to the clinic for more treatment 
and the total sample. 


THE IMPROVED AND 
THE UNIMPROVED 


Our interest, as has been said, was not alone 
in the patients who came back for more 


TABLE XIV 


Diagnosis of patients who return 





DIAGNOSIS NUMBER PERCENT 





Psychoneurotic reaction 56 
Psychotic reaction 21 
Character disorders 16 


Miscellaneous 7 


100 





therapy. We looked also for possible dif- 
ferences between the patients who im- 
proved and those who did not. 

Figures 1 and 2 and Tables XV and XVI 
give for the three groups much improved, 
slightly improved and unimproved com- 
parable data to those shown in preceding 
tables. Percentages only are presented. 
Data on date of birth are not included 
because on this variable the distribution 
coincided so closely with that of the total 
group of patients. 

It is clear from Figure 1 that the unim- 
proved group has a much greater propor- 
tion (67% as compared with 34% and 
10%) who have come to the clinic for 
fewer than 15 sessions. Conversely, the 
much improved group has a far greater 
proportion who have continued treatment 
for 25 or more sessions (71% compared 


FIGURE | 


Number of therapeutic sessions 
by therapeutic status 
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FIGURE 2 


Reasons for closing the cases 
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"ay MUCH IMPROVED 
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TREATMENT CON- 
PLETED 
PIST 


4The category of “other” in this figure includes 
hospitalization, patients’ leaving town, taking full- 


with 43% and 16%). These differences are 
statistically significant at the .01 level. 

In Figure 2 the most striking difference 
is the far greater proportion of much im- 
proved patients (64%) who “completed 
treatment,” in comparison with the 1% of 
the unimproved where this was given as 
the reason for closing the case. At the 
other end of the scale is the very small 
proportion of much improved cases (2%) 
who discontinued therapy on their own 
without informing the therapist. Of the 
unimproved patients 36% discontinued in 
this manner. These differences were sig- 
nificant at the .01 level. 


DISCONTINUED — 
INFORMED THERA- 


DISCONTINUED — 
DID NOT INFORM 
THERAPIST 


time jobs, departure of therapist from the clinic, 
etc. 


In regard to marital status at intake and 
closure, there were no significant differ- 
ences among these three groups. 

Table XV shows two important differ- 
ences in occupational status between the 
much improved and unimproved cases, 
both at the time the cases were closed. At 
closure there were significantly more em- 
ployed and fewer unemployed within the 
group of much improved, in comparison 
to the unimproved where there were 
more unemployed and fewer employed. 
Not only were these differences reliable at 
the .01 level, but the proportoin of pa- 
tients who moved out of the unemployed 
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TABLE XV 


Occupational status in improved and unimproved cases 





MUCH IMPROVED SLIGHTLY IMPROVED UNIMPROVED 











Intake Closure Intake Closure Intake Closure 





Employed 56% 75% 52% 67% 47% 53% 
School 20 14 12 14 15 10 
Unemployed 24 11 36 19 38 37 


100% 100% 100% 





category was significantly greater (also at 
.01 level) among the much improved pa- 
tients. Hence it is reasonable to conclude 
that the successful therapy of the much 
improved group probably determined this 
change. 

Table XVI shows a difference between 
the much improved and the unimproved 
in diagnosis that is significant at the .02 
level, namely, that the proportion of cases 


TABLE XVI 


Diagnosis in improved 
and unimproved cases 





SLIGHTLY 
MUCH IM- 
IMPROVED PROVED 


UNIM- 


DIAGNOSIS PROVED 





Psychoneurotic 

reaction 68% 58% 
Psychotic reaction 11 

Character disorders 


Miscellaneous 





with a psychoneurotic diagnosis is higher 
in the much improved group. 


WHAT KIND OF PATIENT 
STAYS LONGEST? 


Although it is often assumed that psychotic 
patients remain in therapy longer than 
those with psychoneurotic diagnoses, our 
data show no significant difference between 
the proportions of these two groups who 
came to the clinic for 50 sessions or longer. 
Differences in this respect are apparent, 
however, between patients with a diagnosis 
of character disorder and the other groups. 
Figure 3 indicates that 37% of the pa- 
tients with character disorder remain longer 
in therapy (50 sessions or more) as com- 
pared to 22% of psychoneurotic patients 
and 14% of psychotic patients. The former 
difference is significant at the .05 level and 
the latter at the .01 level. 


DISCUSSION 


It must be noted that the ratings of thera- 
peutic status are very subjective. A condi- 
tion which to one therapist may appear as 
“much improved” to another might make 
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the impression of “slightly improved.” In 
this study there is no way of correcting for 
these differences in subjective impression 
nor of arriving at any objective method of 
comparing or equating judgments. 

The same situation holds true in regard 
to the reason for closing a case. The judg- 
ment of “treatment completed” cannot be 
differentiated objectively from “patient dis- 
continued—informed therapist.” If the 
“information” coincided with the thera- 
pist’s judgment that probably therapy had 
produced such results as were possible and 
that no further treatment would be profit- 
able, the same situation could be described 
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in terms either of “treatment completed” 
or of “patient discontinued—informed 
therapist.” 

Two other factors might enter into the 
judgment of the therapeutic status. The 
finding that “much improvement” is asso- 
ciated with a longer period of treatment 
might well result from the fact that thera- 
pists have a bias in favor of those patients 
who continue long in treatment, with whom 
a more intensive relationship develops. 
Hence the fact that a larger proportion 
of “much improved” cases come for 50 
sessions or more and a smaller proportion 
of the “unimproved” stay so long in therapy 
may again be influenced by the nature of 
the judgment. 

In a similar way the matter of employ- 
ment or unemployment may enter into 
judgments of therapeutic status. Is a pa- 
tient employed because he is improved, or 
is he judged to be improved because he is 
now employed while formerly he was un- 
employed? This kind of question bedevils 
the inquirer who must deal with the kind 
of data which furnish the material for this 
study. 

The question could be raised: Did these 
clinic patients go into treatment elsewhere? 
In this community there are three sources 
other than the Veterans Administration 
clinic to which they might turn: com- 
munity clinics, private therapists and VA 
contract therapists. Community clinics in 
this area do not accept veterans whose 
disability is service-connected. Very few 
would be likely to pay for private therapy 
when treatment without fee is available. 
As to the VA contract therapists, an attempt 
was made to examine the records of such 
treatment but this proved not to be feasible. 
Therefore the extent of use of this resource 
could not be evaluated, although it is esti- 
mated to be small. 
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SUMMARY 


A sample of 354 closed case records ran- 
domly selected from the files of a Veterans 
Administration mental hygiene clinic were 
examined. An attempt was made to dis- 
cover what differences in certain variables 


existed between those patients who re- 
turned to the clinic for further treatment 
and the average patient; also between those 
patients who were judged to show improve- 
ment in the course of therapy and those 
who were unimproved. Those patients who 


returned were significantly less likely to be 
married than the average patient. They 
were also significantly less likely to be em- 
ployed at intake, but by the conclusion of 
treatment their employment status had im- 
proved and coincided with that of the aver- 
age patient. The improved and unim- 
proved cases differed in that the improved 
were more likely to have come to the clinic 
longer, to have completed treatment, to 
have moved out of an unemployed status 
and to be in the psychoneurotic category. 








ROBERT W. SPAULDING 


Some current trends in fee charging 


in community clinics 


Fee charging has become an increasingly 
accepted practice of voluntary health and 
welfare agencies. Considerable content of 
the literature has been focused on the cul- 
tural and psychological significance of fee 
charging. As this practice has become 
more widespread the use of a fee system 
has also gained some recognition as a 
method of augmenting the agency’s in- 
come. 

Policies and procedures in relation to 
fee charging vary from agency to agency 
and from community to community. This 
informal survey represents an attempt to 
learn some of the current trends and prac- 
tices related to fee charging in Iowa’s Com- 
munity Mental Health Centers. The orig- 
inal purpose of this study was to share the 
collective information regarding fee poli- 
cies with the individual centers. No at- 
tempt was made to evaluate these practices 
and policies. 


Iowa has nine Community Mental Health 
Centers now in operation. These clinics 
are supported from a combination of 
county tax funds, Community Chest funds, 
fees, private donations and federal funds 
available under the National Mental 
Health Act. These federal funds are ad- 
ministered by the Iowa Mental Health 
Authority, which also supplies consultant 
services and limited supervision to all the 
Mental Health Centers. Eight of the nine 
centers have developed under the auspices 
and guidance of the Iowa Mental Health 
Authority and have been established since 
the passage of the National Mental Health 
Act. 

Eight of the nine centers responded to 
requests for information relative to their 





Mr. Spaulding is consultant on psychiatric social 
work for the Iowa Mental Health Authority. 
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practice of fee charging. The information 
was gained through personal interviews 
with the clinic administrators, completion 
of a questionnaire and study of the actual 
fee schedules of the centers. 

Six of the eight reporting Mental Health 
Centers base their fees on gross income. 
The remaining two centers base their sched- 
ules on net income, defining it as “the 
remaining income after income tax and so- 
cial security only have been deducted from 
the gross income.” In all centers, the fee 
policy has been reviewed by the respective 
boards and officially accepted as clinic 
policy. Although the Iowa Mental Health 
Authority offers consultant services to in- 
dividual centers on their fee policies, the 
individual centers and communities formu- 
late these policies at the local level. 

Some centers have a flat fee for diagnos- 
tic service which remains the same regard- 
less of the type of diagnostic service given 
or the number of visits needed to complete 
the diagnostic evaluation. Typically in 
such centers the one diagnostic fee might 
include an intake interview, social history, 
psychological examination, psychiatric and/ 
or neurological examination, staffing of 
the case, and a completion interview with 
the parent or patient to discuss the findings 
and recommendations. If the patient then 
continues in regular treatment sessions, he 
is charged on a per visit basis. Currently, 
three of the eight centers use the single fee 
for diagnostic services. The remaining five 
centers charge a fee for each diagnostic visit. 
Of these five centers all report that the 
charge per visit for diagnostic service re- 
mains the same regardless of the discipline 
doing the service; for example, the fee for 
the social history is the same for a psy- 
chological examination or psychiatric exam- 
ination. 

Four of the centers offer some form of 
group therapy, to children or adults or to 
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both. Of these four centers offering such 
service, three charge the same fees for group 
therapy sessions as for individual sessions 
and the fourth center charges a lower fee 
for group therapy. All eight centers report 
that the treatment fee remains the same 
regardless of which discipline is offering 
the treatment service. 

Since all centers base their fees on in- 
come and size of family, several questions 
are raised as to what consideration was 
given to the frequency of treatment inter- 
views and to the number of people receiv- 
ing treatment in a given family when the 
schedule was established. For example, in 
establishing the schedule was it assumed 
that this treatment fee would cover one 
interview a week? If so, what fee would be 
expected if the treatment plan necessitated 
two or more interviews each week? Also, 
was it assumed that this assigned fee would 
be based on treating only one person in 
the family, and if so, what would the fee 
be if more than one family member were 
involved in treatment? As reflected in the 
actual practices of the centers, there are 
various methods of “proportioning” the 
cost. Specific examples are as follows: 

Center III reports that parents and child 
are treated as one unit and that the as- 
signed treatment fee applies to the treat- 
ment of the child, the parents or both. 

Center II reports that if two or more 
family members are seen for treatment the 
initial fee is divided by the number of 
family members being seen and this be- 
comes the fee for the individual family 
member. 

Center IV reports that if a patient is 
seen more than once each week the treat- 
ment fee per interview is determined by 
dividing the original fee by the number of 
interviews recommended weekly. 

Center II reports that if a patient is seen 
more than once per week the treatment 





fee for the second interview is prorated. 
For example, if the fee for one visit a 
week is $3.00 the cost for two interviews 
a week would be $4.50. 

As can be seen, there is considerable 
diversity in the method of prorating fees 
by the various centers but all of them have 
some plan which considers the frequency of 
treatment interviews and the number of 
family members receiving treatment. 

The executive directors agree that the 
method and timing of the discussion of 
fees with the new patient has considerable 
significance in relation to the patients’ 
willingness to accept their obligation to 
pay the assigned fee. The directors also 
express the opinion that the feelings and 
attitudes of the staff person in regard to 
charging fees is often reflected in the pa- 
tients’ attitudes and feelings about the fee 
system. In two of the eight centers, the 


family income and size of the family is 


ascertained by the clinic secretary, who 
then informs the patient of the cost of 
service. Most questions and comments re- 
ceived by the secretary are referred to the 
social worker who discusses these matters 
and the fee policy at the time of the 
patient’s first visit. In the remaining six 
centers, the income, size of family and 
other items related to the fee policy are 
discussed initially with a professional staff 
person, usually the psychiatric social 
worker, at the time of the patient’s first 
visit. Centers using this policy report that 
the discussion of money and fees often has 
diagnostic and therapeutic implications 
which are best handled by a professional 
staff member. 

Most centers encourage patients to pay 
after each interview; the decision, however, 
to pay at the time of the visit or to pay in 
response to monthly billing is left to the 
patient. In most instances when a person 
in treatment is remiss about paying, the 


Fee Charging in Clinics 


SPAULDING 


therapist, made aware of this by the secre- 
tary or bookkeeper, handles the situation 
directly with the patient as a part of the 
total therapeutic problem. 

In instances where the diagnostic and/or 
treatment service has been completed and 
the patient has not paid his fees, various 
methods of collection are being used. To 
illustrate these methods, Center II sends a 
form letter after two months of non-pay- 
ment. Center III has a series of six differ- 
ent letters sent at intervals, the first three 
months of non-payment. ‘Three centers 
report they have no formal policy or pro- 
cedure for attempting to collect unpaid 
bills. 

In considering service given to another 
health or welfare agency, there is variance 
as to whether the agency requesting this 
service for their client is or is not charged. 
In response to the question “Do you 
charge a fee to other agencies, both public 
and private, for diagnostic service to their 
clients referred only for diagnosis?” three 
centers report that they do charge the 
agency. Five centers report that they make 
no charge to the agency requesting this 
diagnostic service nor do they make any 
charge to the referred client. They do, 
however, charge a fee to this client, based 
on the center’s schedule, if he is subse- 
quently seen for continuous therapy. 

-The primary reason for not charging 
other agencies for diagnostic or consultant 
service appears to be primarily related to 
the centers’ sources of financial support. 
The centers which do not charge other 
agencies state that part of their budget is 
procured from public tax funds and Com- 
munity Chest funds so that the center is 
obligated to give this service free to the 
tax-supported agencies and to other Chest- 
supported agencies. 

In both the professional literature and 
in practice there has been considerable dis- 


509 





cussion of the therapeutic implications of 
charging a fee. In an attempt to see how 
this theoretical consideration could be re- 
lated to the reality situations of those with 
marginal incomes, specifically those who 
are recipients of a public assistance pro- 
gram, the centers were asked if fees were 
charged to persons receiving public assist- 
ance, such as aid to dependent children. 
Five of the eight centers reported they 
never charged these people for service. One 
center reported it encouraged the public 
assistance recipient to pay a minimum 
token fee for diagnostic service but no fee 
for treatment service. The remaining two 
centers reported that fees were charged to 
this economic group “only rarely.” One 
of these latter centers reported the fee 
might be as low as 25¢, but the other 
center expressed the belief that the 25¢ 
fee has little value today and that it felt 
that the minimum fee should be $1.00 and 
that service should be given free if the 
person could not afford this minimum. 
None of the centers refuse service to low- 
income families who cannot pay for service. 

While the centers uniformly accept low- 
income families who cannot pay for service, 
there is considerable variation in their 
practice of accepting the upper-income 
families. Two of the eight centers limit 
their service to families of specified in- 
comes. Center I limits its service to those 
with an annual family income under $5,000 
although consideration is given to the size 
of the family. Center II limits its service 
to the following: single men and women 
whose income is under $3,000; a family of 
two (husband and wife) whose combined 
incomes are under $4,000; a family of three 
individuals whose income is under $4,500; 
and a family of four whose income is 
under $5,000. Thus, in both Center I 
and Center II the maximum family income 
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which allows eligibility for service is ap- 
proximately $5,000. Several reasons are 
stated to explain the practice of excluding 
from service those families whose incomes 
are over $5,000. Center I states their func- 
tion is to provide low-cost psychiatric serv- 
ice only to people who cannot afford pri- 
vate care, assuming that families with an 
income of $5,000 can afford the private 
psychiatric care which is available. Al- 
though it does not see adults whose family 
income exceeds $5,000, Center II offers 
service to the pre-adolescent child regard- 
less of the family income because there are 
no other facilities available in the com- 
munity for treating a child this age. 

The remaining six centers offer service 
to individuals of all income groups who 
otherwise are eligible for service. In these 
centers, when comparable private facilities 
are available for the treatment of children 
and adults, the typical practice is to inform 
the patient of these private resources and 
encourage him to use them, but the final 
choice of the facility to be used is con- 
sidered the prerogative of the patient. The 
centers state that they do not wish to com- 
pete with private practitioners of psychia- 
try, psychology and psychiatric social work, 
and they charge fees to the upper-income 
patient which are comparable to the cost 
of private care. It is the centers’ belief 
that charging patients who could afford 
private care eliminates those choosing the 
treatment facility on the basis of least 
expense. Two principal reasons are given 
as underlying the philosophy of not limit- 
ing services to patients of a specific income. 
One frequently stated reason is that in 
the respective communities comparable 
treatment facilities (which can be defined 
only in terms of the specific needs of indi- 
vidual cases) do not exist. Another fre- 
quently expressed interpretation is that 





community clinics are intended to serve 
an entire community regardless of race, 
religion or economic circumstances and 
that people of upper incomes, who are 
helping support the centers through taxa- 
tion and voluntary contributions, should 
have an opportunity to apply for service. 
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The directors of the centers are convinced 
of the need for flexibility in a fee schedule 
and recognize that the concept of fee charg- 
ing is a fluid concept which needs con- 
tinuous re-evaluation, study and revision 
to meet changing needs of the individual 
center, community and patient. 








HANS A. ILLING 


The therapist and 


the group evaluate 


Evaluation and, with it, validation are the 
cornerstones of every science and the yard- 
stick of its progress. Psychotherapists have 
often asked themselves what they and other 
practitioners were doing while treating 
patients individually or in groups. Among 
the many attempts that have been made to 
define the essence of group psychotherapy 
is Pederson-Krag’s statement (1) that it is 
the “predominance of unconscious mental 
processes over conscious in a group”; Slav- 
son’s concepts of the essentials of evalua- 
tion—namely, transference, cartharsis, in- 
sight and reality-testing—are widely known 
(2). 

The history of the evaluation of thera- 
peutic groups is replete with studies and 
appraisals by many researchers, although 
few agencies or individual practitioners 
have sufficient time, energy and means, as 
well as adequate experience, to afford 
comprehensive investigations. Sometimes 
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an evaluation may be made by an “out- 
sider,” such as an observer, supervisor or 
visitor (3). Then there are the opponents 
of group psychotherapy, whose arguments 
are based either on their lack of experience 
with groups or on their theories. Thus 
Jung feels (4) that a group can, under no 
circumstances, be of therapeutic value since 
it cannot be analytical and since the indi- 
vidual’s growth and progress is being im- 
peded by an increased suggestibility as 
well as by the pressure which the group 
exercises on the individual. Finally, there 
are the principles of the psychodramatic 
theatre and its methods in sociometry and 
sociatry as developed by Moreno, in which 
the group “evaluate” themselves through 
role-playing, there being no distinction be- 
tween actor and onlooker. Trained “aux- 
iliary egos” appear on the psychodramatic 
stage and the situations enacted concern 
sociological and psychopathological topics. 





The writer is not concerned in this paper 
with the theory or practice of evaluative 
material per se; rather he will deal with an 
evaluation of an evaluation. In other 
words, he will attempt to evaluate the ten- 
sions, trials and tribulations consciously or 
unconsciously brought to the surface dur- 
ing an evaluative process. 

Such an attempt to evaluate an evalua- 
tive process was made with different groups 
simultaneously. The individual parts of 
the evaluative process were collected by 
means of an interview form, which was 
based on Flanagan’s research (5) and per- 
fected by Bach.* Each form called for a 
few items of identification, such as the 
date, the age and the sex of the patient and 
the duration of therapeutic contacts in 
groups and/or individual sessions. The 
interview can take place between the pa- 
tient questioned and the therapist either 
alone or in the group. The form is divided 
into two parts: Part I, designed for patients 
who are permanent members of the group, 
and Part II, designed for patients new to 
the group. 


ed 


Part I contains the following 17 
tions: 

1. What is the name of the person who 
joined your group most recently? 


ques- 


2. How long ago did he/she join the 
group? 

3. Describe some action of the new per- 
son that made a strong impression on you. 


4. Describe some of the actions of the 
other members towards this new person. 

5. Tell me exactly how you responded 
to this person when he/she was still new. 

6. How did the therapist behave towards 
the new person at the time of the start? 

7. What did you say to other members 
about this person? 
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8. What did you think about this per- 
son privately at that time? 

9. What did you say to the therapist 
about this person? 

10. Describe as exactly as possible in 
what way the coming of this person 
changed the group. 

11. Who has been most helpful in mak- 
ing this new person feel at home in the 
group? 

12. Why was this so helpful to the new 
member? 

13. Who made things difficult? 


14. Tell me exactly what these persons 
did that made it difficult for the new 
person? 

15. Try to think of the first time this 
person appeared in one of your dreams. 


16. As you think about this person now, 
what comes to your mind? 

17. How old do you think is the new 
member? 


Part II contains seven questions directed 
to the patient new in the group: 

1. Now think of the time that you first 
came to the group. When was that? Ap- 
proximate date. About how many meet- 
ings ago? 

2. How did you react to the group when 
you were still new to it? 

3. Who was most helpful in making you 
feel part of the group? 


4. Tell me exactly what these persons 
did that was so helpful at that time. 





* The writer wishes to thank Dr. George R. Bach 
for permission to use his interview form with our 
groups. At present Dr. Bach (Beverly Hills, Calif.) 
is accumulating these forms for research purposes. 
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5. Who made life difficult for you in 
the group when you were new? 


6. Tell me exactly what these persons 
did that made things difficult for you. 


7. How did the therapist behave towards 
you when you first came to the group? 


The form was used by this writer in 
various ways. To facilitate the tabulation 
of research data, the patients were first 
questioned individually. Since a majority 
of the patients in all groups reacted coop- 
eratively but also mechanically and indif- 
ferently, and since a majority of them were 
also seen in individual sessions concur- 
rently with their participation in group 
sessions, the writer submitted the same 
form to various groups as wholes a few 
months later, taking into consideration 
some changes in the groups. With the 


permission of the groups the writer read 


each question and had each member answer 
the therapist in the presence of the whole 
group, allowing for interplay and exchange 
of remarks. Thus it happened at various 
times with various members and with sev- 
eral questions that during an entire ses- 
sion only one question could be covered; 
at one séssion, not even one question was 
completed. 

Generally speaking, the emotional con- 
tent centering around the form, which all 
patients understood to be an evaluation, 
could be classified into three stages: 
(1) anxiety, precluding the member’s speak- 
ing or acting out; (2) catalysis, involving 
catharsis brought about by the interaction 
of the group; and (3) anticlimax, indicat- 
ing relief and readiness for more insight; 
or no progress in sight; or regression to 
the first stage with more and increased 
anxiety and longing for increased interde- 
pendence; or heightened suggestibility by 
the group (6-7-8). 
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Who were the groups? One consisted of 
three couples, all of them with psychosex- 
ual difficulties that led to marital problems; 
another consisted of seven teenagers of 
both sexes, all of them behavior problems 
to the schools and to their respective par- 
ents; and a third group were male inmates 
of an army disciplinary barracks (9-10). 
Let us elaborate on the three stages: 

1. Anxiety. One of the most common 
symptoms in people awaiting a decision 
concerning themselves or someone close 
to them is anxiety. It can be called a 
normal state of affairs. It is therefore 
“normal” with patients, too. Any neurotic 
conflicts arising from anxiety, however, are 
revealed by the way in which patients deal 
with their anxiety; in this case, all pa- 
tients were troubled about the unknown: 
(a) What is my score with the therapist? 
(b) What, after my score has been revealed 
through my answers to certain questions, 
will be my score with the group? (c) Will 
my score reveal progress, regression or 
nothing? 

In the first group, only Part I of the 
form was discussed, since all members had 
started from the beginning and there had 
been no change in the structure of the 
group. It was significant, however, that 
husband and wife did not seem to support 
each other as much as the husband of one 
couple and the wife of another. Goethe 
would have called this situation Wahlver- 
wandtschaften. There was, of course, anx- 
iety; but it seemed to be sublimated, i.e., 
mutually understood, accepted and even 
encouraged. 

In the second group, the children reacted 
almost “normally,” i.e., full of curiosity, 
with some humor and juvenile spirit of 
adventure, much of which was cover-up of 
latent anxiety. It was the third group, 
the inmates, who demonstrated the most 
obvious symptoms of anxiety. For one, they 





never felt completely at ease in the author- 
itative surroundings and tended to asso- 
ciate the therapist with them—even though 
they and he knew that he did not have any 
authority, being just a consultant in the 
institution. ‘They expressed anxiety in 
various but usual ways, becoming extra- 
ordinarily verbal or argumentative or just 
being quiet and withdrawn. Some inmates 
felt as if they were before the Parole Board, 
even though they had been told that an- 
swering these questions (in fact, the discus- 
sion of the questions) was voluntary and 
could be refused altogether if the group 
objected to them. Their discussions as 
to what these questions might involve in 
the way of intrapsychic impact on their 
interdependent relationships seemed to be 
a prolonged prelude that took the form 
of acting out latent hostile feelings that 
had not been brought to the surface during 
previous sessions. If the therapist had 


stopped right there, 7.e., had not proceeded 
with the individual questions of the form, 
the discussion of the form would already 
have uncovered valuable material, analyti- 
cal in nature and insight. 


2. Catalysis. There was catharsis or 
catharsis-like acting out in all the groups. 
The groups’ catalysis reached, as might be 
expected, different levels and degrees of 
intensity. In the first group, much of the 
catalysis was evidenced by arguments and 
counterarguments, each couple telling the 
other couple what they thought should have 
been the “right” answer, and each couple, 
answering a question directed to them, 
denying the other couple the ability to 
“know better.” Although of the three 
groups the first was the closest knit, 1.e., 
knew each other best and each member 
felt “sympathetic” toward the other, the 
questions brought catalysis to a degree that 
tempers flared, angry words were ex- 
changed, and the therapist felt that nothing 
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could be gained by interpretation of un- 
conscious conflicts resulting from questions 
which apparently had not much meaning 
to each member at this point. The thera- 
pist stopped the discussion of the questions, 
and the form was never completed. 

The catalysis in the second group, per- 
haps due to the youth of its members, took 
a considerably milder form and showed 
quick forgetting, as is typical of children. 
Some of these children later related that 
it was “fun.” 

The third group, the inmates, was the 
only group with which both parts of the 
form were worked out. This group finished 
the entire set of questions and went through 
all the stages of catalysis. The inmates, 
as a whole, were the most cooperative (and 
the most submissive) group; they were, as 
already mentioned, always aware of the 
double father figure: the therapist in an 
authoritarian setting. 

3. Anticlimax. The third group, the 
inmates, had, as a whole, the feeling of 
accomplishment after it was all done, just 
as if they had disposed successfully of a 
program of activities “prescribed” by the 
therapist. If some members believed that 
they had regressed, they did not wish to let 
on for reasons of group prestige, personal 
sensitivity and the wish to maintain their 
sense of belongingness. 

The first group had been stopped in 
their discussion by the therapist. Except 
for one member (the most advanced in 
therapy prior to entering the group, and 
the most advanced in conversion hysteria), 
the group felt relief at being excused from 
making statements that seemed to get the 
individual deeper and deeper “in trouble” 
with other members; here, too, the therapist 
felt that gaining the sense of group belong- 
ingness held top priority in the minds of 
all members, including the special indi- 
vidual, who had wished to continue with 
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the questions to satisfy his masochistic 
impulses. In stopping the questions the 
therapist sensed that he was doing the 
group a favor, irrespective of therapeutic 
considerations. 

As to the second group, the children, sev- 
eral of the girls felt a heightened sense of 
anxiety, from which they needed increased 
suggestion by the therapist and the other 
group members. On the whole, however, 
anticlimatic sensations were less apparent 
in the second group, compared to the 
others. 


CONCLUSIONS 


Unless a group has been stabilized, a 
questionnaire like the one presented can 
lead the therapist to lose control of the 
interplay, especially during catalysis, a 
period which is trying and in which the 
loss of control is often inevitable if extrane- 
ous matters are introduced. A form such 
as that outlined above should never be used 
in a group whose members are new and 
unstructured nor in one where the thera- 
pist has not had considerable experience 
in the practice of group psychotherapy. 
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RABBI ROBERT L. KATZ 


The role of the tather 


some psychological 


We turn to religion for a vision of “what 
ought to be”; for the diagnosis and allevia- 
tion of specific difficulties and pathologies 
we turn to the therapeutic professions. But 
they too are concerned with more than 
the therapy of specific patients. All of 
us are concerned with parent education; 
many of us who are parents seek guiding 
principles and goals in family living above 
and beyond coping with today’s or tomor- 
row’s problems and crises; and as citizens 
we want the father to shape character and 
social responsibility in our children. Re- 
ligion should contribute values of basic 
human interest. At the same time it can 
borrow from psychoanalysis as it tries to 
understand the affective components, the 
emotional realities which its long cherished 
ideals and insights symbolize and drama- 
tize. We need a two-way passage between 
religion and psychiatry. As religionists we 


and religious views 


often keep alive our religious symbols and 
preserve our religious insights, content to 
repeat forms and rituals. We do this even 
after having lost the key to their basic 
meaning for the individual who waits for 
church to help him find answers here and 
now. 

Although relations between religion 
and psychiatry currently are taking a turn 
for the better, we still use stereotypes and 
fail to appreciate that profound changes 
have taken place in both the theology and 
the institutions of modern religion. Freud 
created his own categories of religion: it 
was authoritarian, escapist, a kind of mass 
neurosis. He dismissed liberal religion as 
no-religion and admits in his Civilization 
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and its Discontents} that “in my Future of 
an Illusion, I was concerned much less with 
the deepest sources of religious feeling than 
with what the ordinary man understands 
by his religion.” Many religionists share 
with Freud a distaste for antiquated con- 
ceptions of an autocratic deity, agreeing 
with his opinion, as expressed in The 
Future of an Illusion, that “culture incurs 
a greater danger by maintaining its present 
attitude to religion than by relinquishing 
it.”2  Freud’s fear that men would be 
coerced into submission by religious dogma 
and reduced to helpless dependence on all- 
powerful authority has been only partly 
justified. But modern religion does not 
keep man in chains. In our society other 
forces deny him freedom. 

Freud’s discussion of the father symbol 
and the role of authority in the family 
and in society hardly represent the realities 
of American family and religious life today. 


At the very core of our discussion of the 
role of the father is the question: “Where 
has the authority of the father gone?” Or 
the question: “What kind of fatherly au- 
thority is needed by the child and what 


means have we in our new type of 
democratic, non-authoritarian society for 
strengthening father for his indispensable 
tasks?” No longer does the father sit at 
the head of the American middle-class 
table as a patriarch-priest, symbolizing a 
rigid code, commanding obedience or rev- 
erence as the human, everyday counterpart 
to an all-powerful deity. At his best, dad 
or pop is the captain of the team. Some- 
times he is cast in the role of a grey-haired 
sibling. Less jealous for the authority and 
responsibility of his office than for the 
freedom and self-expression of his children, 
the modern father chafes under the burden 





1 London, Hogarth Press, 1953, 23. 
2 London, Hogarth Press, 1928, 62. 
3 New York, Oxford University Press, 1947, 141. 
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of his increasing years, envies the youth of 
his children, and struggles to remain their 
peer. The home itself is no longer the 
castle presided over by the king and judge. 
The historic fatherly roles have been taken 
over by other agencies. As Max Horkhei- 
mer wrote of the child in his Eclipse of 
Reason,’ ‘‘He continuously responds to 
what he perceives about him, not only 
consciously but with his whole being, emu- 
lating the traits and attitudes represented 
by all the collectivities that enmesh him— 
his play group, his classmates, his athletic 
team, and all the other groups that, as 
has been pointed out, enforce a more strict 
conformity, a more radical surrender 
through complete assimilation, than any 
father or teacher of the nineteenth century 
could impose.” 

Like the home and the father, the church 
and the spiritual leader or “father figure” 
of the congregation have changed. Ameri- 
can middle-class religion shows signs of a 
religious revival but this is more architec- 
tural than spiritual. Although here and 
there truly self-conscious individuals look 
for religious values and show an interest 
in theology that would have been unthink- 
able in the twenties or the thirties, Ameri- 
can religious life is formal and _ socially 
respectable to a fault. It lacks depth of 
conviction and its leaders rarely command 
respect as symbols of unconditioned and 
transcendent truth. Where is the tyranny 
of religion over the minds of men? Who 
today hears of the war of science and 
religion? Cordiality towards the minister 
and attendance at church or temple on 
special occasions are almost indices of 
middle-class respectability, of thorough con- 
formity to the prevailing pattern of a 
secularized religion. It is but one of many 
easily harmonized expressions of the Amer- 
ican way of life. The modern pastor or 
rabbi no longer evokes fear of repressive 





authority. Like the American father, he 
is more of the “pal” and the “brother 
figure.” To be sure, this new role might 
afford more opportunities for empathy 
than the forbidding and aloof minister of 
yesterday but too often the minister him- 
self responds to the same cues as does 
the layman. He avoids taking stands that 
would damage the popularity of the pulpit. 
This is not a weakness of individuals but 
a fault of our age which enforces anxiety 
over disapproval. The congregation is no 
longer fluent in the biblical sources and 
rarely is gripped by a feeling of awe and 
wonderment in the presence of God. The 
older traditions of a God of judgment 
hardly touch the feelings of the well- 
adjusted middle-class Jew or Christian. He 
has fears -but he fears different objects 
from the older father symbols. 

Even if the picture has been overdrawn, 
it is clear that familiar and religious sym- 
bols have lost much of their force. We 
must therefore reexamine the role of the 
father, keeping in mind that many of 
Freud's strictures about the repressive qual- 
ities of the earthly and divine fathers are 
not so pertinent as before. The power of 
the father has been broken. But we our- 
selves must still learn how to be fathers 
and to fulfill many of the functions tra- 
ditionally assigned to the father. We have 
so long protested the abuses of fatherly 
authority and we are so imbued with the 
traumas of the father-son relationship that 
we have been all too prone to neglect its 
creative and necessary side. In psychiatric 
literature too, particularly the popular 
kind that is so much a part of our psy- 
chology-centered culture, the fatherly role 
has been greatly overshadowed by the 
motherly role and the stress on the emo- 
tional security of good mother-child rela- 
tionships. 

Our theme of the importance of the 
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father in the shaping of character and in 
the child’s preparation for the task of 
leaving his own parents to become a par- 
ent, a citizen and an individual in his own 
right and in his unique individuality is 
illustrated frequently in the Bible and other 
religious sources. There we can find, along- 
side passages stressing patriarchal authority, 
a model of the father as a teacher and as 
an agent of blessing. He is in religious 
language a model and a force helping each 
child to fulfill himself and to achieve a 
sense of identity. The importance of such 
a value in the fatherly role today is under- 
scored by Erik H. Erikson. In his Child- 
hood and Society * he takes cognizance of 
the changes in the needs of our day and 
those of Freud’s. The problem is not the 
overthrowing of a repressive authority but 
the discovery of a way of living and of 
achieving an identity. Erikson writes: “The 
patient of today suffers most under the 
problem of what he should believe in and 
who he should—or, indeed, might—be or 
become; while the patient of early psycho- 
analysis suffered most under inhibitions 
which prevented him from being what and 
who he thought he knew he was.” 

Dr. Erikson adds, to the statement quoted 
above, that men today recover the lost 
patriarchal relationship in an attachment 
to the psychoanalyst. He writes: “In this 
country especially, adult patients and the 
parents of prospective child patients hope 
to find in the psychoanalytic system a 
refuge from the discontinuities of existence, 
a regression and a return to a more patri- 
archal one-to-one relationship.” 

A religious view holds out the possibility 
of the father’s combining authority and 
love. It emphasizes his role in helping the 
child to achieve a sense of integrity and 
individuality at the same time that he 





4New York, Norton, 1950, 239. 





learns how to participate in the commun- 
ity. There is no irreconcilable conflict 
between these two goals. The good father 
is the symbol, the embodiment of this type 
of personality. He gives to his son an 
example to follow, he is the father and 
the teacher, to use an oft-repeated phrase 
of Talmudic literature. He is not cast 
one-sidedly in the role of one who frustrates 
and stands in the way of the child who 
knows what he wants to be. He is a neces- 
sary part, an asset rather than a liability in 
that process by which the child comes to 
learn what he wants to be. Psychoanalysis 
too asserts that the child makes a temporary 
identification with the father and thus takes 
the first step towards becoming familiar 
with the masculine adult role. Our reli- 


gious sources do not make these uncon- 
scious processes explicit but they imply the 
strategic importance of the father as a 
moral teacher, a guide who helps the child 


achieve his humanity. 

There is a confidence and optimism 
about parent-child relationships in the 
Biblical sources. This contrasts strongly 
with the more pessimistic themes in the 
Greek plays that Freud used to illustrate 
his theories of the father-son relationship. 
In the Greco-Freudian view of family life 
the competition of father and son was 
stressed. While so-called normal people suc- 
ceed in passing through the oedipal period 
without excessive scars and patients liberate 
themselves through the analytic relation- 
ship from crippling conflicts over the issues 
of authority vs. individuality and freedom, 
son and father in the religious view have 
a more creative, harmonious and less haz- 
ardous relationship. Just as the Biblical 
view, at least the Hebraic view, of man is 
far more affirmative and hopeful than the 
fatalism of the Greek view so congenial 





5 London, Routledge & Kegan Paul, 1954, 90. 
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to Freud, so the father is viewed as the 
one who teaches and blesses his sons. The 
father occupies a position of dignity and 
respect. Children, according to the fifth 
commandment, are bidden to honor their 
parents, for the elders stand almost in 
the place of God (Kiddushin 30b). A 
Talmudic source reads: “Our rabbis taught: 
there are three partners in man, the Holy 
One blessed be He, the father and the 
mother. When a man honors his father 
and his mother, the Holy One blessed be 
He says, ‘I ascribe (merit) to them as 
though I had dwelt among them and they 
had honored Me.’” Now it might be 
thought that God was invoked merely as 
an ally for the parents in the inevitable 
and pitiless struggle for power between the 
young and the old. The Oedipus cycle of 
plays would have us believe that there is 
a blind instinctual struggle which is in- 
evitable in the nature of man. Freud him- 
self used the phrase “man is wolf to man.” 
In his world-view the struggle between eros 
and thanatos was evenly matched with the 
edge given to the latter. In Judaism, the 
presence of destructive forces in man was 
fully recognized but love was destined to 
triumph because this was God’s will and 
man was fully capable of living up to his 
own potentialities, as a child of one God, 
a partner with Him in the work of creation. 

Religion does not feel that the arbitra- 
tion of a power struggle between the father 
and the child is the central] issue. It is not 
a compromise that is sought but a relation- 
ship of love and responsibility. The con- 
trast between the Hellenic and the Hebraic 
views on the parent-child relationship was 
pointed up by the late Dr. Erich Wellisch in 
his Isaac and Oedtpus.5 The Oedipus myth 
ends in parricide. In the Biblical story, 
Abraham, about to offer his son Isaac as 
a sacrifice, withholds the knife. Abraham 
and Isaac, father and son, are henceforth 





bound together in a covenant of love. The 
theme is one of love triumphant over com- 
petition and fear. To quote Wellisch: 
“The amplification of Abraham’s object- 
love was directed to Isaac in the first place 
but embraced all human beings and, be- 
cause of the promise attached to the call, 
even future generations. It was a love 
which aimed at the happiness of all man- 
kind in a purified and redeemed world. 
This mental attitude is messianic love. It 
became the most dynamic moral power of 
Judaism and Christianity with widespread 
cultural effects.” 

In seeking the Biblical model of the 
father figure, we find in Abraham—called 
in Jewish tradition avinu—our father, the 
prototype of the moral teacher, the man 
who blessed his sons, the pioneer first to 
grasp the reality of the One God, the friend 
of God, the champion of justice. 

Biblical literature reflects a patriarchal 
system; it no doubt enhanced a family sys- 
tem where fatherly authority was absolute. 
The laws concerning the rebellious son, 
Jephthah’s sacrifice of his daughter, the 
presence of legal codes, obedience to which 
was enforced by an uncompromising Di- 
vine King whose power was absolute—these 
authoritarian themes are of course to be 
found in Biblical literature, but far more 
relevant to our needs and far more con- 
genial to our views are other glimpses of 
a loving and compassionate Father in 
Heaven. 

There are frequent comparisons between 
God who chastens his people out of His 
love and the father who chastises the son. 
In Proverbs 3.16 we read: “For whom the 
Lord loveth, he correcteth even as a father 
‘the son in whom he delighteth.”® In the 
prophetic literature God the Father chas- 
tens His people out of compassionate love. 
In Jeremiah 31.20 we read: “Is Ephraim a 
darling son unto Me? Is he a child that 
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is dandled? For as often as I speak of him 
I do earnestly remember him still: There- 
fore My heart yearneth for him, I will 
surely have compassion upon him, saith the 
Lord.” The same fatherly endearments 
were voiced in Hosea 11.3: “And I, I 
taught Ephraim to walk, taking them by 
their arms; but they knew not that I 
healed them.” In Psalms 103.13 the pity of 
a father for his child is taken as a symbol 
of the father-son relationship: “As a father 
pities his children, so the Lord pities those 
who fear him.” A father’s identification 
with his son appears in the words of David, 
mourning for Absalom (2 Samuel 19.1): 
“O my son Absalom, my son, my son 
Absalom, would I had died for thee, O 
Absalom, my son, my son.” 

The role of the father as teacher fre- 
quently appears in the book of Proverbs 
in such well-known verses as 22.6, “Train 
up a child in the way he should go, and 
even when he is old, he will not depart 
from it,” and 13.24, “He that spareth the 
rod hateth his son; but he that loveth him 
chasteneth him betimes.” We are reminded 
of the values of the father’s teachings by 
the statement: “My son, keep the command- 
ment of thy father and forsake not the law 
of thy mother. When thou walkest it shall 
lead thee; when thou sleepest it shall watch 
over thee and when thou awakest, it shall 
talk with thee.” The prophet Isaiah 
(54.13) wrote: “And all they children shall 
be taught of the Lord; and great shall be 
the peace of thy children.” Other verses, 
such as those in Deuteronomy, where the 
commandment to teach one’s sons follows 
the call to love God with all one’s heart 
(Deuteronomy 6.4) remind us of the role 
of the father as a teacher of morality as 
early as Biblical times. Part of the process 
of education is to gain a feeling of rever- 





6 Also Deuteronomy 8.5. 





ence and awe for one’s parents. With our 
contemporary appreciation of the role of 
family life as a possible breeding ground 
for neurotic conflict and for juvenile de- 
linquency, we can appreciate the power of 
the statement in Malachi 3.23: “Behold I 
will send you Elijah the prophet before 
the coming of the great and terrible day of 
the Lord. And he shall turn the heart of 
the fathers to the children and the heart of 
the children to their fathers. Lest I come 
and smite the land with utter destruction.” 

Of particular interest to us in our pre- 
occupation with the authority of the father 
are such passages as the fifth command- 
ment (Exodus 20.12) dealing with filial 
piety, the admonition in Exodus 21.17 
against cursing one’s parent or in Leviticus 
19.3: “Every man, his mother and _ his 
father, ye shall fear.” In Jewish teaching, 
filial piety is closely associated with the 
will of God. Parents must teach the child 


a moral code which is binding upon both. 
The Hebrew word for “honoring” which 
appears in the fifth commandment is the 
same word that is used to designate the 


glory or the power of God. It represents 
the schechinah or divine radiance. Not 
mere submission to arbitrary human au- 
thority is demanded but acceptance and 
loyalty to the moral code and to the will 
of God. Of the more authoritarian pas- 
sages we might cite Exodus 34.17 with its 
description of God visiting the iniquity of 
the fathers upon the children, a reference 
preceded, incidentally, with the words 
“merciful and gracious.” ‘That children 
shall not be punished for the sins of the 
fathers is the well-known theme of Ezekiel 
18.4. 

Only passing reference can be made to 
post-Biblical literature dealing with the 
role of the father. A famous passage (Kid- 
dushin 29a) lists the fatherly roles most 
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explicitly: “The father is bound in respect 
of his son to circumcize him, redeem him, 
teach him Torah, take a wife for him, and 
teach him a craft. Some say to teach him 
to swim too.” He is one who initiates him 
into the community, provides moral in- 
struction, helps him to build his own fam- 
ily, and serves as a vocational counselor. 
He has duties vis-a-vis his daughter too. 
If he was not enjoined as strongly to teach 
the daughter, he was to help her towards 
her wifely and motherly roles. The rabbis 
based their view on Jeremiah 29.6 and 
commented on the phrase “give your 
daughters to husbands.” How was this to 
be done? The daughter should “be 
dowered, clothed, and adorned, that men 
should eagerly desire her” (Kiddushin 30b). 
An elaborate system of education was speci- 
fied in rabbinic lore but of special interest 
to us is the insight concerning the extra- 
ordinary value which accrues to the son 
who was taught by his father. “A son who 
learns from his father, it is as though he 
had received his instruction at Mount 
Sinai” (Kiddushin 30a). Parental instruc- 
tion has all the vividness and immediacy 
of a direct revelation of God. We close 
these selections from religious sources with 
one of the noblest formulations of the 
father’s role (Yebamoth 62b): “Our mas- 
ters have taught: He who loves his wife 
as himself, and honors her more than him- 
self; who leads his sons and daughters in 
the straight path, and marries them near 
their time of maturity, to his house, the 
words of Job (5.24) apply, “Thou shalt 
know that thy tent is peace.’” 

Since we are concerned with general re- 
ligious values, we shall not describe the 
historic Jewish home and the patriarchal 
role of the Jewish father except to comment 
that the modern Jewish family tends to 
take on the coloration of the middle-class, 





American family and inherits the same role 
conflicts. The American Jewish family too 
needs to rediscover the role of the father 
as teacher, as responsible authority, as limit- 
setter and as a model for identification. 
Therese Benedek’s description of the con- 
temporary father? would apply to Jewish 
as well as non-Jewish fathers in our culture: 
“The personality of the father seems weaker 
now that it is not supported by tradition; 
actually at present it must be more elastic, 
more adaptable, and therefore stronger 
than it was in earlier periods, since he has 
to hold out without the traditional support 
and often under attack—for he may be ex- 
posed to the open competition of his wife 
and even to the criticism of his children.” 

That a strengthening of the role of the 
father is necessary for the child’s emotional 
and moral development there is little 
doubt. We are also convinced by stu- 


dents of contemporary society, such as Dr. 


Fromm, that our generation is coerced by 
a social order which represses individuality, 
which makes marketability the supreme 
judge of values. If autocratic paternal 
authority is not the issue of our age as 
it was possibly of Freud’s, the authority of 
the state and of the economy is as absolute 
and as destructive of individuality as the 
most tyrannical father. As Herbert Mar- 
cuse indicated, the father “restrained in the 
family and in his individual biological 
authority is resurrected, far more powerful, 
in the administration which preserves the 
life of society.” § 

How can we persuade our children to 





7“The Emotional Structure of the Family,” in The 
Family; Its Function and Destiny, edited by Ruth 
Nanda Anshen. New York, Harper & Brothers, 
1949, 222-23. 


8 Eros and Civilization; A Philosophical Inquiry 
into Freud, Boston, Beacon Press, 1955, 91-2. 
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honor their father and their mother? How 
can we help the modern father realize that 
his fatherly responsibilities are more than 
biological. The rabbis taught that he who 
begets the child is not called father—only 
he who trains and raises up the child 
(Shemoth R. 46). Does this not mean that 
we are asking children to resist enormous 
pressures for conformity in a commodity- 
centered culture? Does this not mean that 
we are asking the father to give to the child 
that which he lacks in himself—a sense of 
identity, a sense of confidence in his own 
values, and a respect for his own integrity 
as a man who bears the image of the 
divine? The modern father is hard put to 
discover what it is that he himself wants 
to be. He is not content with the model 
that our culture today holds out for him. 
He himself suffers from what the great 
Protestant theologian Paul Tillich calls the 
“anxiety of doubt and meaninglessness.” 
He therefore leaves it to the “expert’”—the 
rabbi or the pastor to teach his children. 
He himself has given up, saying “Rabbi, 
I’m not religious but I want my children 
to have a religious education.” 

Religion provides us with truths and 
values about the fatherly responsibilities. 
Modern psychiatry and social science help 
diagnose the ills and needs of our time. 
Their discoveries help us recover our own 
respect for religious insights. The indi- 
vidual and the social order are the patients. 
But how shall the work of healing begin? 
We cannot restore family values in a 
vacuum nor can we neglect the individual 
in a program for social change. We cannot 
urge the parent and the child to concen- 
trate on their private salvation, for there 
can be no salvation without a sense of 
community and without a wise reverence 
for the supreme father symbol—God. 

A religious view, while not a program 
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for action, would remind us who are par- 
ents, teachers, healers and citizens of veri- 
ties in whose defense we may never relax. 
Psychoanalysis unfailingly reminds us that 
without self-respect man is hopelessly di- 
vided against himself. We must help the 


child while he is still young and when the 
child in time becomes a father he con- 
tinues to need encouragement. 


For such 


courage, we might turn to the ancient 
teaching which reminds man of his invio- 
lable dignity as a child of God. According 
to the Mishnah (Sanhedrin 4.5) as inter- 
preted by Kohler, man was created single 
that he might know that he forms a world 
for himself, and the whole creation must 
aid him in unfolding the divine image 
within himself. 








DONALD A. LETON 


An evaluation of group methods 


There is an increasing interest in educa- 
tion about the social and emotional aspects 
of child development. Parents, teachers 
and school administrators are seeking help 
with the problems of personal adjustment, 
which they are beginning to recognize more 
clearly. Counselors, teachers and psychol- 
ogists are looking to the behavioral sciences 
—psychology, sociology and psychiatry— 
for new and improved methods of instruc- 
tion and treatment. 

In the last decade a developmental 
change in the field of mental hygiene seems 
to have occurred. The literature has 
always been replete with lists of do’s and 
don'ts and with stated principles of mental 
hygiene. Although these have proved of 
certain value in the field of education there 
was something lacking that prevented their 
popular application. 

Teachers continued to be faced with 
the problem of “how?” Because of a lack 


in mental hygiene 


of instructional methods and materials, the 
principles and recommendations were not 
implemented in classroom activities. The 
educational psychologists and mental hy- 
gienists had assumed that a teacher who 
possessed a knowledge of the principles of 
mental hygiene would learn the skills, adopt 
the appropriate attitudes and develop the 
materials which were necessary to teach 
mental health successfully. 

For some time now teachers and educa- 
tors have given lip-service to the teaching 
objective: “the all-round development of 
the child.” They seem to be at a loss, 





This article is a summary of Dr. Leton’s Ph.D. 
thesis, “An Evaluation of Certain Methods of 
Teaching Mental Hygiene,” written under the 
direction of Dr. Willis E. Dugan at the University 
of Minnesota. Dr. Leton is now an assistant 
professor in the School of Education at the Uni- 
versity of California at Los Angeles. 
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however, to carry this objective from the 
verbal level to the action level in the 
classroom. 

Efforts are now being made to improve 
social and emotional learning through spe- 
cific programs of mental hygiene. Since 
the introduction of preventive psychiatry 
materials, a variety of techniques have been 
prescribed for teaching mental health. 
Some of these have come from the field of 
education itself, others from clinical psy- 
chology, social group work, psychiatry and 
medicine. Until these recent developments 
in methodology, teachers who wished to 
help students toward a better understand- 
ing of themselves and others had no clearly 
defined method by which they might ac- 
complish this goal. The task remains for 
educational research to test the application 
of these methods in experimental situations. 


STATEMENT OF THE PROBLEM 


The purpose of this experiment was to 
evaluate the effectiveness of certain rep- 
resentative methods of teaching mental 
hygiene under a uniform set of conditions 
and with standard instruments of appraisal. 
The four methods which came under con- 
sideration were the following: Bullis’s (5, 6) 
human relations classes, mental hygiene 
movies (8, 14, 18), sociodrama and _ role- 
playing (9, 11, 12, 16, 17, 21), and hobby 
and crafts activities (19, 22, 23). Although 
these are not comprehensive of all the 
methodology in this field, they are some- 
what representative. They are compa- 
rable in that all elicit group discussion on 
problems of personal adjustment through 
the use of stimulus materials and group 
activities. They are also distinct from each 
other in that they involve different teach- 
ing procedures and are based on different 
theories of personality, therapy and learn- 
ing. A uniform set of conditions prevailed 
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in evaluating these methods because all 
the experimental groups contained the same 
number of students, met for the same 
length of time and held the same number 
of meetings, and were guided by a com- 
mon set of objectives and by counselors 
with comparable experience and training. 


DESIGN AND PROCEDURES 
OF THE EXPERIMENT 


The experiment was conducted for two 
consecutive years in four high schools in 
St. Paul, Minn. The Bell Adjustment 
Inventory (2) was administered to the 
ninth grade class at the four participating 
schools. Students who received a rating of 
unsatisfactory or very unsatisfactory on the 
total score were screened for the experi- 
ment. Using systematic sampling proce- 
dures we assigned thirteen students to each 
of the experimental and control groups 
from the pool provided by the screening 
instrument. The total investigation con- 
sisted of eight separate and independent 
experiments, and each experiment had its 
own experimental and control group. 

Table I indicates the framework of the 
experiment. 

A statistical test (critical ratio) of the 
proportions of students receiving deviant 
scores in each of the two years was carried 
out. It was found that the two years were 
comparable in this respect. It was also de- 
termined through the use of the chi-square 
test that the four schools were comparable 
in the proportions of students who received 
deviant scores on the Bell Inventory. 

The School Inventory (3) and the Rogers 
Test of Personality Adjustment (20) were 
then administered as additional pre-tests. 
Attendance data and a numerical composite 
of grades for 1952-53 were also obtained. 
Ratings on a Social Distance Scale, adapted 
from Bogardus (4), were obtained from the 





TABLE I 


Framework of the experiment * 


Group Methods 


LETON 





NINTH GRADE 2ND SEMESTER 1952-53 





School method Grade N N N, 


N, 


NINTH GRADE 2ND SEMESTER 1953—54 





Method Grade 'N N N, N, 





48 
52 
26 
113 


236 
254 
110 
447 


13 
13 
13 
13 


Activity 
Bullis 
Sociodrama 


Movies 


13 
13 
13 
13 


13 
13 
102 
13 


13 
13 
12 
13 


231 
259 
128 
$22 


Sociodrama 
Movies 
Activity 
Bullis 





1 Grade N is the number of students in the ninth grade class, N is the number 


of students with deviant 


scores, N, is the experimental sample, and N, is the control sample. 


2 Two students from this control group dropped out of school before the experiment was completed. 


experimental group at School 3 in the first 
meeting. 


SELECTION AND TRAINING 
OF GROUP LEADERS 


The selection of the group leaders in this 
experiment was made on the following 
basis: 


1. They were known to have very good 
relationships with students, and were rec- 
ommended by two or more administrators. 


2. They had shown a previous interest in 
curriculum improvement by participating 
on committees and in professional organ- 
izations. 

3. They had previous knowledge of or ex- 
perience with the methods that were to be 
used in the experiment. 


The writer then carried out an in-service 
training program with the group leaders: 


1. To familiarize them with the particular 
methods that were to be used in the groups. 


2. To define a common set of objectives 
that would be relevant to each of the 
four methods and acceptable to the groups. 


3. To familiarize them with the theory and 
literature relating to these methods. 


4. To give them practice in the use of 
Bullis’s stories, sociodrama and tape re- 
corders. 


5. To familiarize them with movies and 
discussion techniques. 


The training program consisted of four 
meetings and additional informal contacts 
in which the methods and materials were 
discussed. 

Information about the group leaders’ 
educational qualifications and work experi- 
ences was obtained. Their personal char- 
acteristics, attitudes and values were meas- 
ured with the following tests: Minnesota 
Multiphasic Inventory (10), Minnesota 
Teacher Attitude Inventory (7) and All- 
port-Vernon Scale of Values (1). The data 
thus provided were not analyzed. If com- 
plete replications of methods and leaders 
would have been possible their differential 
effects could have been determined. Be- 
cause of the group leaders’ comparability 
in training and experience background it 
was assumed that they were comparable as 
treatment agents. 
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EXPERIMENTAL TREATMENTS 


Weekly meetings were then held with each 
of the experimental groups for one semes- 
ter during which the methods under con- 
sideration in this study were utilized. There 
were no special meetings for the students in 
the control groups, except for administra- 
tion of pre-tests and post-tests. Beyond the 
in-service training program and the choice 
of methods and materials there were no 


further experimental controls over the 


group leaders. 

The mental health discussion was di- 
rected toward a possible identification, 
understanding and amelioration of the un- 
known etiological factors which had dis- 
posed the students toward poor adjustment. 
The basic hypothesis in this experiment 
was that group techniques for mental 
health could produce demonstrable changes 
in the criteria of students’ adjustment. 


POST-TESTS AND OTHER 
EVALUATIVE DATA 


The Bell Adjustment Inventory, the Rogers 
Test of Personality Adjustment and the 
School Inventory were administered to all 
groups. Attendance data and the numeri- 
cal composite of current subject grades 
were obtained for 1952-53. ‘Typescripts 
were made from tape recordings of the 
group at School 2 in 1952-53. The Social 
Distance Scale was readministered to the 
group at School 3. An Opinion Inventory 
was obtained for all students in experimen- 
tal groups 1953-54 and at School 4 in 


1952-53. 


RESULTS ON 
ADJUSTMENT INVENTORIES 


Hypothesis 1. There are no significant 
changes resultant to courses in mental hy- 
giene on the following criteria of adjust- 
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ment: the Bell Adjustment Inventory, the 
School Inventory and the Rogers Test of 
Personality Adjustment. 

The analysis of variance technique com- 
pares the variation to which the experi- 
mental and the control groups were sub- 
ject. If members of the experimental group 
show positive changes in their adjustment 
scores that are not also seen in the control 
groups, the results may be attributed to 
the educational treatments. 

The analysis of covariance increases the 
precision of this experiment by eliminating 
the variation on the pre-test means. 

Table II summarizes the findings from 
the analysis of variance and covariance on 
pre- and post-test means. 


Conclusion; The findings from the analyses 
of variance and covariance were predom- 
inantly negative. Consistent changes in 
favor of the experimental post-test means 
were not observed. 

Out of 48 analyses of pre- and post-test 
means there were only four that showed 
significant positive change and there were 
two instances in which the change was 
toward poorer adjustment. In 40 of the 
48 analyses the null hypothesis was ac- 
cepted. 


EVALUATING SCHOOL 
ATTENDANCE AND GRADE DATA 


Hypothesis 2. There are no significant dif- 
ferences between the experimental and con- 
trol groups on the following behavioral 
data: School attendance; course grades. 


Conclusion; One of the control groups re- 
ceived significantly better grades than did 
the experimental group. This was a re- 
versal from the desired direction. One 
experimental group showed significantly 
better school attendance than its control 
group. The null hypothesis was accepted 
in six of the eight analyses. 





EVALUATING STUDENTS’ OPINIONS 


An inventory of the students’ opinions 
about the meetings was obtained for five 
of the eight groups. Positive, neutral and 
negative reactions were indicated by their 
choices from 36 statements about the group 
members, the leader, the activities and their 
experiences in the meetings. 


TABLE II 
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Hypothesis 3. There is no difference be- 
tween the observed distribution of students 
responses on the Opinion Inventory and a 
theoretical distribution which would occur 
by chance. 

Conclusion: In analyzing the responses for 


the five groups we found that their opin- 
ions were predominantly favorable. 


Summary of results of analyses of variance and covariance 





YEAR 


F RATICS FOR ANALYSIS OF VARIANCE 





AND 


SCHOOL METHOD 


School Rogers 





1952-53 
Activities 
Bullis’ 
Sociodrama 
4 Movies 
1953-54 
Sociodrama 
Movies 
Activities 
Bullis’ 


Activities 

Bullis’ 

Sociodrama 

Movies 
1953-54 


Sociodrama <1. 

Movies <1.0 NS. 
Activities <.0. NS. 
Bullis’ <1.0 NS. 


<1.0 
<1.0 


<1.0 
3.39 


4.49 

3.0 
<1.0 
<1.0 


<1.0 
<1.0 


<1.0 
3.24 NSS. 


<1.0 NS. 5.08 S.2 
1.32 NS. 2.28 NS. 
1.47 N.S. <1.0 NS. 

<1.0 NS. 4.71 S.2 





N.S. indicates that the differences between mean scores was not significant; S. indicates that mean differ- 


ences existed. 


1 Indicates that variances were not homogeneous. Thus S may be an indication of unequal means or un- 


equal means and variances. 


2 Indicates that the post-test scores for the experimental groups were significantly higher than for the con- 


trol group, a reversal from the desired direction. 
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TABLE III 


Summary of results of analyses of variance 
in grade and attendance data 





YEAR F RATIOS 


AND 
SCHOOL METHOD Attendance Grades 








1952-53 
Activities y 3.89 N.S. 
Bullis’ ; 72% 


Sociodrama - 1.65 N.S. 
Movies is 2.19 NS. 





TABLE IV 


Distribution of opinion responses 
for five experimental groups 





YEAR SCHOOL POSITIVE NEUTRAL NEGATIVE TOTAL 





1952-53 88 23 120 
1953-54 84 56 
1953-54 34 
1953-54 92 19 
1953-54 52 61 





TOTAL 193 





TABLE V 


Chi-square test of agreement between the observed 
and the theoretical distribution of opinion responses 





OBSERVED ‘ THEORETICAL (£,—-£)? 


CATEGORY FREQUENCY FREQUENCY f, 





Positive 430 236 159.5 
Neutral 193 236 7.8 
Negative 85 236 96.6 





708 2 — 263.9 
P< .001 








TABLE VI 


Extent of participation in discussion 
and improvement in adjustment scores 


Group Methods 
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STUDENT NO. 





Improvement 
in Bell scores 
Number of 
statements 





Separate analyses were made for each of 
the five groups and it was found that the 
favorable opinions existed in all but one 
group, School 4, 1953-54. Many of the 
neutral statements were favorable in some 
respects, and this may account for the 
large number of neutral responses in sev- 
eral groups. 


EVALUATING PARTICIPATION 
IN DISCUSSION 


In determining the extent of participation 
in discussion the typescripts of the tape 
recordings for School 2, 1952-53 were 
analyzed. This is the only group for which 
these were available. A count was made 
of the number of statements by each stu- 
dent without regard for the length of the 
statement or the number of words spoken. 
This was accepted as a measure of the 
“verbal pressure” to participate. Table VI 
indicates the improvement in adjustment 
scores and the extent of participation in 
discussion. 


Hypothesis 4. There is no significant re- 
lationship between -the amount of improve- 
ment in adjustment scores and the extent 
of participation in group discussion. 

The correlation coefficient between these 
two variables is found to be +.14. Utiliz- 
ing the “t” test it was found that this 


relationship is not significantly greater than 
zero (t=.47, .7>p>.6). The null hypoth- 
esis was accepted. 


EVALUATING SOCIAL ACCEPTANCE 


The Social Distance Scale was designed to 
provide a quantitative measure of the ac- 
ceptance which the group members held 
for each other. The initial and final mean 
ratings are shown in Table VII. 


Conclusions; A “‘t” test of the mean differ- 
ences was obtained (“t” — 2.58, p < .05). 
The null hypothesis was rejected, and it is 
concluded that the students in this human 
relations class showed a greater acceptance 
of their fellow members following their ex- 
periences in weekly meetings. 


SUMMARY OF ANALYSES 


There was a total of 56 analyses of variance 
and covariance problems on various criteria 
of adjustment. The null hypothesis of 
equal means was rejected in only six of 
these analyses. There was some indication 
that improvements in school adjustment 
and attendance data could be attributed 
to courses in mental health. The Bell Ad- 
justment Inventory, the Rogers Test of 
Personality and school grades, however, did 
not reflect any significant improvements. 

Two of the analyses which were made on 
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internal criteria were significantly positive. 
These analyses indicated the following: 

1. The opinions of students who partici- 
pate in discussion groups are predominantly 
favorable. 

2. The students show a greater acceptance 
of each other following their experiences in 
discussion groups. The experimental find- 
ings in regard to these criteria appear to 
be significant; however, they do not pro- 
vide conclusive evidence since comparable 
data was not obtainable for control groups. 
The analysis of the extent of discussion and 
changes in adjustment scores failed to show 
a significant relationship between these 
variables. 


INTERPRETATION OF RESULTS 


The burden of the proof of effectiveness 
for these mental health methods actually 
rested with the students, the group leaders 
and the test data. The inability of the 
group leaders or the students to effect 
change, or the inability of the test data to 
reflect such change, would produce non- 
significant results in this experiment. A 
critical step in research on mental health is 
the establishing of adequate criteria of 
effects. 

Before there can be extensive research on 
the methodology in mental health the prob- 


TABLE VII 


Initial and final mean ratings 
on the social distance scale 


lem of training teachers and counselors 
must arise. This research was not designed 
to provide data on such training. The 
justification for any change or additions to 
the present training programs for teachers 
and counselors should be based on its value 
in terms of pupil adjustment and achieve- 
ment. These values have not been demon- 
strated in the existing research. 

The limitations that existed in this study 
were many, and they are obvious to most 
educational researchers. It is appropriate, 
however, to point out some of the impor- 
tant limitations. First, the length of the 
group meetings may not have been sufh- 
cient for the treatment effects to appear. 
Second, the instruments used may not have 
been sensitive to any changes which might 
have occurred. Third, many of the vari- 
ables in regard to the group methods and 
the ‘treatment agents” were not controlled. 

In future research on mental health an 
attempt should be made to measure the 
long-term effects of such programs. The 
transfer of social and emotional learning 
to life situations is another variable which 
should be considered. 

Many of the principles evolved by group 
therapy and social group could be incor- 
porated into teaching methods in the class- 
room. To create sufficient facilities for 
individual counseling and psychotherapy 





STUDENT 





Initial 
mean 
Final 


mean 
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seems at present to be an impossible task. 
It would be possible, however, to apply 
some of the practices evolved by group 
therapists for children whose personality 
difficulties have resulted in poor school 
adjustment. Modifications of social and 


clinical group work could also be incor- 
porated into the school guidance program. 
Thus, schools can extend their efforts to 
work with problem children in several 
ways; however, such efforts should be under 
continuous and critical appraisal. 
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Statistical surveys 


in the field of mental disorders 


The need for reliable information about 
the numbers of patients being admitted to 
and discharged from mental hospitals and 
the incidence of mental disorders in the 
community has long been recognized. Pol- 
lock (21), describing the development of 
statistics of mental disease in the last cen- 
tury in the United States, points out that 
the problems of producing useful statistics 
were being commented on over 100 years 
ago. He quotes Dr. Isaac Ray, superintend- 
ent of the Butler Hospital for the Insane at 
Providence, R. I., who in 1840 suggested 
that “. . . to make our statistics profitable, 
they should embrace only such facts as are 
intrinsically important, and free from all 
admixture with mere opinion.” 

Reliable statistical data can help both the 
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administrator and the psychiatrist. The ad- 
ministrator concerned with the provision of 
facilities for the care and treatment of the 
mentally ill needs to know the prevalence 
of mental illness in the community as well 
as the nature of the case load which will 
result. ‘The psychiatrist hopes that such 
knowledge will throw light on the etiology 
of mental disorders, which in turn will help 
in the establishment of specific methods of 
treatment. Lemkau (15) has described the 
contribution that epidemiological studies of 
mental disorder can make to psychiatry. 


PREVALENCE AND INCIDENCE 

Two main methods of studying the preva- 
lence of mental illness have been adopted. 
The first aims at a complete enumeration 
of all cases of mental illness in a defined 
population. The second assumes that those 
being treated for mental illness represent 
exactly the prevalence in the population. 
The first method, in spite of its inherent 





difficulties, remains attractive because of its 
essentially logical and exhaustive character. 

Felix and Kramer, who have studied the 
problem of obtaining information essential 
to the planning of mental health services 
for many years, describe some of the diff- 
culties encountered in this work (6): “Even 
before we can accurately determine the 
number of mentally ill in our population, 
we must first acquire the following kinds of 
basic knowledge: a clear definition of the 
entity we are trying to count; diagnostic 
methods which permit the separation of the 
population into those who have ‘mental ill- 
ness’ and those who do not, and case-finding 
techniques that can be used to detect cases 
of the disease in representative samples of 
different segments of the population. These 
are necessary in order to estimate the gen- 
eral prevalence and incidence of the disease 
with some degree of accuracy and to study 
its differential distribution by race, sex, age, 


geographical location and so forth.” 

A number of attempts, both in this coun- 
try and abroad, have been made to measure 
the total prevalence of mental disorders in 


small communities. Lemkau and others, 
with the support of a grant from the Rocke- 
feller Foundation, made a survey of statisti- 
cal surveys of this type. Their report (16), 
published in 1943, covered all major inves- 
tigations completed and published in the 
previous 15 years. In it, they concluded 
that “. . . poor selection of sample popula- 
tions and insufficient numbers of cases as 
well as differences in investigative methods, 
differences in fundamental concepts and 
differences in diagnosis and classification 
tend to make the available studies of mental 
disorder basically improbable.” 

The most complete studies of this type 
carried out in the United States were made 
in Eastern Baltimore (17) and Williamson 
County, Tenn. (24). Even in these there 
were differences in technique. In the Balti- 
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more survey case-finding was carried out by 
searching the records of the various institu- 
tions and agencies whereas the material for 
the Tennessee study was partly reported by 
key members of the community and partly 
discovered by field workers who spent a 
long time in the community. In the latter 
study nearly all the cases were examined by 
a psychiatrist whereas none were in the 
former. Because of these differences in 
technique and because the areas were so 
unlike in character the results of the two 
surveys are not comparable. However, 
more of these studies have been initiated— 
some of them were described in 1952 at the 
annual conference of the Milbank Memo- 
rial Fund (14) and by Felix and Kramer (6) 
—and they should provide valuable infor- 
mation about the prevalence of mental dis- 
order in different communities. 

At present the most usual sources of in- 
formation about the incidence of mental 
diseases are hospital records. One obvious 
disadvantage of information obtained from 
these sources is that it relates only to per- 
sons whose illness is sufficiently serious to 
warrant admission tc hospitals, usually a 
long-stay hospital. Felix and Kramer (7) 
concede that such material does give reli- 
able information about the numbers of pa- 
tients-admitted to the hospital, their age, 
sex and diagnosis, but draw attention to 
its limitations: “However, it is difficult to 
use hospital data to generalize about the 
prevalence and incidence of similar dis- 
orders in the general population. We lack 
a basic fact—the relationship between the 
number of persons hospitalized for a given 
disorder and the number of persons in the 
population with the same disorder who 
never reach a mental hospital. Hospitaliza- 
tion rates are a resultant not only of the 
true incidence of mental disorder but of a 
number of factors such as availability of 
mental hospital beds, public attitudes to- 
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ward hospitalization, and availability and 
use of other community resources for diag- 
nosis and treatment (for example, general 
hospitals with psychiatric treatment serv- 
ices, psychiatric clinics and private psychi- 
atrists).” 

In fact, admissions to hospitals probably 
reflect provision rather than incidence and 
are known to increase as more facilities 
become available. 


FIRST ADMISSIONS 


Notwithstanding these limitations, the sur- 
veys which have been made of first admis- 
sions to mental hospitals comprise the 
greater part of our knowledge of mental 
disorders. The numbers of first admissions 
do give a moderately reliable index of in- 
cidence in those areas which have a long 
tradition of adequate provision of facilities 
for the care and treatment of the mentally 
ill. Fortunately Massachusetts and New 
York State, which have provided some of 
the most comprehensive statistics on mental 
disorders, have both had a history of at- 
tempting to serve the needs of the com- 
munity. 

One of the most impressive analyses of 
hospital admissions was that made by Day- 
ton (2) of 89,190 cases admitted to mental 
hospitals in Massachusetts during the pe- 
riod 1917-33 inclusive. This study was not 
designed to give detailed information about 
individual patients and their treatment but 
to give a broad picture of the whole prob- 
lem of mental disorder: “Rather than go 
behind the scenes and subject individual 
patients to the microscope, we choose to 
stand back and regard these 90,000 admis- 
sions to mental hospitals as one huge indi- 
vidual. . The fact of admission to a 
mental hospital will be considered, not as 
the beginning, but rather as the end result. 
From this point we retrace our steps and 
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study certain common influences which af- 
fected all patients before their admission to 
a mental hospital.” 

The factors considered included age, sex, 
marital status, occupation, religion, ances- 
try, geographic location and diagnosis. An 
attempt was also made to correlate the num- 
bers admitted with the degree of unemploy- 
ment at that time and the economic condi- 
tions in the state. 

Comprehensive analyses of the admissions 
to the state hospitals in New York State 
and Illinois are also available. One analy- 
sis of first admissions to the New York civil 
state hospitals covers the years 1919-21 and 
1949-51 (19). Malzberg found that the 
rate of admission had increased more rap- 
idly than the general population and that 
there had been a notable change in the 
age distribution of those admitted: “Next 
to the increase in absolute numbers, the 
change in the relative distribution of first 


admissions according to age is probably the 
most important difference between the 


1919-21 and the 1949-51 periods. The 
median age for all first admissions increased 
from 40.5 years to 52.1 years.” 

The study of admissions to Illinois state 
hospitals (27) covered the period from July 
1, 1922 to December 31, 1943 and like the 
New York study was concerned with trends. 
One of the most interesting findings was 
that there were definite and repeating pat- 
terns of seasonal variation in the admissions 
throughout the years: “. . . the low point in 
monthly admissions each year may be ex- 
pected to occur in November, with a grad- 
ual rise in December and January, then 
followed by a substantial drop in February, 
after which the increase is steady until the 
peak in admissions is reached during June 
and July, and is again followed by a steady 
decrease to the low of November. This 
contour for a given year can be evidenced 
for any year in the study... .” 





As in New York State, there was a consid- 
erable increase in the numbers of first ad- 
missions during the period, the rise being 
double the rise in the general population 
during the same period. 

Since 1918, when the first attempts to 
collect standard statistics from all mental 
hospitals were made, the annual census 
Statistics on patients in mental hospitals 
have become increasingly complete. The 
latest report (20) includes an analysis of 
first admissions to 188 state mental hospitals 
by age, sex and diagnosis. The essential 
usefulness of such statistics was described by 
Sheldon, who analyzed the census statistics 
for the period 1933-42 (26): “The census 
Statistics on patients in mental hospitals 
are perhaps of maximum usefulness in pro- 
viding an over-all frame of reference from 
which the results of more detailed and ana- 
lytical studies can be generalized. A knowl- 
edge of the trends in mental disease for the 
country as a whole permits inferences as to 
the representative quality and general im- 
plications of the trends revealed in more 
detailed studies of state statistics.” 

He found that there had been an increase 
in first admissions for the country as a 
whole paralleling those found in the states 
of Illinois and New York, but attributed 
this increase to the increasing numbers in 
the older age groups of the population. 
Dorn writing in 1938 (3), comments: “ 
it means that most of the increase may be 
attributed to increase in the expectation of 
life, an increasing proportion of old people 
in the population, increasing urbanization 
and similar environmental factors.” 

Goldhammer and Marshali (9) studied 
the first admissions for the years 1840-85 to 
institutions for the care of the mentally ill 
in Massachusetts and compared the age 
specific rates with those of the present day. 
They concluded that: “When appropriate 
comparisons are made which equate the 
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class of patient received and the conditions 
affecting hospitalization of the mentally ill, 
age specific first admission rates for ages 
under 50 are revealed to be just as high 
during the last half of the i9th century as 
they are today.” 

However, they did find that there had 
been a marked increase in the age specific 
rates in the older age groups, which may 
partly reflect a real increase and partly an 
“increased tendency to hospitalize persons 
suffering from mental diseases of the 
senium.” 

These results have been substantiated by 
the results of a study made in Ontario by 
Wanklin and others (28), who found that 
when the first admission rates to mental 
hospitals for the years 1927-46 were stand- 
ardized against age, the only considerable 
increase was in the admission rates for the 
older age groups. 

The preceding discussion of first admis- 
sions has been primarily concerned with 
their use as measures of the extent of men- 
tal disorders. Many of these studies also 
add considerably to our knowledge of men- 
tal disorder by establishing correlations be- 
tween admission rates and other factors. 
For example, the differences in incidence 
of the various mental disorders at different 
ages are well established. Malzberg in his 
analyses of first admissions to the New York 
civil state hospitals (18) points out that di- 
agnoses must be related to age and sex: “It 
has been shown that the probability of a 
mental disorder, as measured by rates of 
first admissions to hospitals for mental dis- 
ease, varies directly with age, being low in 
childhood and advancing to a maximum in 
old age. However, this trend is character- 
istic only of mental disorders as a whole. 
Individual groups of mental disorders ap- 
pear at different ages, reach maximum rates 
of prevalence at different ages, and decline 
in incidence at varying rates.” 
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One of the earliest attempts to correlate 
the incidence of mental disease with par- 
ticular social conditions was made by Faris 
and Dunham (5) in their ecological study 
of mental disease in Chicago. They exam- 
ined the distribution of the residence of 
patients admitted to mental hospitals with 
major psychoses and found that the rates 
showed a regular decrease from the center 
of the city to the periphery. They also 
found that each of the major psychoses had 
a characteristic distribution with respect to 
the different areas in the city. Thus higher 
rates of schizophrenia were associated with 
the unfavorable economic and social condi- 
tions in the center of the city, and higher 
rates of manic depression tended to be asso- 
ciated with higher rental areas. 

Schroeder (25) compared these results 
with those of studies made in five other 
cities—Kansas City, Milwaukee, Omaha, St. 
Louis and Peoria. He found that these 
studies “tend to verify the findings of Faris 
and Dunham, more completely for total 
rates than for rates by specific psychosis.” 
Because the numbers of cases in these five 
studies were so much smaller than in the 
Chicago study it was not possible to sub- 
stantiate the findings of Faris and Dunham 
on the distribution of particular disorders. 

More recently Wanklin and others (29), 
analyzing the factors influencing the rate of 
first admissions to mental hospitals, found 
that: “Higher rates tended to be associated 
with urban residence; with single, divorced 
and separated marital status; with lack of 
more than eight years of schooling, and with 
recent immigration among the foreign- 
born.” 


DISPOSITION 


Numerous other studies have been carried 
out with more specific aims in view, and in 
general they represent attempts to measure 
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increases in therapeutic effectiveness. No- 
table examples are the historical study of 
disposition of first admissions to Warren 
State Hospital (13) and the 5-year follow-up 
study of patients committed to the Boston 
Psychopathic Hospital (1). 

The historical study of the disposition of 
first admissions to Warren State Hospital 
was carried out in cooperation with the Na- 
tional Institute of Mental Health “in an 
attempt to unravel some of the problems 
associated with obtaining meaningful meas- 
ures of the rate at which patients are sepa- 
rated from the hospital.” 

This study was the immediate conse- 
quence of an article by Israel and Johnson 
(11) in which they drew attention to the 
need for “the standardization of a new type 
of statistical analysis which will portray 
accurately both to the medical profession 
and to the public the true facts of prognosis 
in mental disease and the progress which 


has been made in therapy.” ‘They pointed 
out that the figures relating to total hos- 
pital populations were primarily concerned 
with the accumulation of chronic patients 
and gave a false impression of the prognosis 
for new patients. 


The study of admissions to Warren State 
Hospital included all patients admitted for 
the first time during four consecutive pe- 
riods in the years 1916-50. The study had 
the definite objective of recording how 
many patients were released to the com- 
munity, how many died in the hosiptal and 
how many remained in the hospital. Un- 
like the studies described previously, this 
was a cohort study. Members of each co- 
hort were followed for the same periods of 
time so that differences in prognosis in the 
different periods could be measured pre- 
cisely and separately. The four periods 
1916-25, 1926-35, 1936-45 and 1946-50 
were chosen because they coincided with 





events which might have affected the treat- 
ment of patients. For example, during the 
period 1926-35 the hospital began to lay 
great stress on occupational and industrial 
therapy; in the period 1936-45 increasing 
use was made of the various shock therapies. 
The results of the study showed that “the 
proportion retained continuously has de- 
creased from the earliest period to the pres- 
ent.” Of those admitted during the 1916-25 
period 39% remained in hospital continu- 
ously as compared with 28% of those ad- 
mitted during the 1946-50 period. There 
was an increase in the number of first ad- 
missions from one decade to the next as 
well as an increase in the probability of 
release. Although various therapies were 
used in increasing volume in the later years 
the authors were cautious in assuming that 
this factor alone is responsible for the better 
prognosis in the later periods. 

In contradistinction to this historical 
study, the 5-year follow-up study of 100 pa- 
tients admitted to the Boston Psychopathic 
Hospital concerned patients admitted con- 
secutively after July 1, 1946. Of these 100 
patients 70 were discharged to the commu- 
nity. At the end of five years 76 patients, 
some of whom had been transferred to 
other mental hospitals from the Psycho- 
pathic Hospital, were in the community. 
Israel and Johnson (11) also found that 70% 
of all first admissions during 1940-42 exclu- 
sive of those admitted with senile psychosis 
and psychosis with arteriosclerosis (these 
groups were also excluded from the Boston 
study) were discharged to the community. 

Frankel’s study of 4,611 patients admitted 
to three state hospitals in New Jersey dur- 
ing the three years 1944-46 was also ad- 
dressed to the assessment of treatment re- 
sults (8). In relation to every 100 of the 
4,611 patients admitted for psychoses diag- 
nosed as involutional, manic depressive, de- 
mentia praecox, paranoia and paranoid 
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conditions, and for psychoneurosis and psy- 
chopathic personality, 74 patients were 
discharged. 

Perhaps one of the most unexpected find- 
ings of these studies relates to the schizo- 
phrenic disorders, which are generally 
thought to have a poor prognosis. Beock- 
oven comments that “more than three- 
quarters of the schizophrenic patients were 
in the community five years after admission, 
having spent an average of less than eight 
months in a mental hospital.” Frankel, 
analyzing the outcome of treatment at three 
state hospitals in New Jersey, found that 
60% of the schizophrenic patients were 
discharged to the community. 


DISCUSSION 


There is a considerable amount of informa- 
tion relating to the occurrence of mental 
disorder; Gruenberg has reviewed the litera- 
ture and compiled a bibliography of 362 
references (10). Admissions to mental hos- 
pitals have been analyzed by age, sex and 
diagnosis, and the relationship: of the inci- 
dence of mental disorder to various social 
and economic factors has been studied. 
Dunham (4) has described some of the 
difficulties encountered when attempts are 
made to discover the distribution of mental 
cases in particular geographical areas. In 
all studies of mental disorder in communi- 
ties there is the problem of defining what 
shall be considered a case of mental dis- 
order and then the problem of finding these 
cases. Until methods of solving these prob- 
lems are evolved the data obtained from 
studies made in different areas by different 
people will not be strictly comparable. 
Felix and Kramer (22 and 23) have 
drawn attention to the differences between 
states in the distribution of the various 
diagnoses among first admissions to mental 
hospitals. They have suggested that these 
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differences may result from differences in 
the methods of reporting and from differ- 
ences in definition: rather than from any 
real variations in incidence. For example, 
in one state the term first admission may 
mean the first admission to any hospital 
for the care and treatment of the mentally 
ill and in another state it may mean first 
admission to that particular hospital. Dif- 
ferences in the type of facilities available 
in different areas may also account for some 
of the differences. 

Many of these problems will disappear as 
methods of reporting statistics become uni- 
form. At present 18 states are included in 
the model reporting area and produce tabu- 
lations agreed on jointly by the National 
Institute of Mental Health and the par- 
ticipating states. 

Proper planning of mental health services 
demands a knowledge of whether or not 
mental disorders are increasing. At present 
there is no agreement on this point. 
Changes in methods of classifying mental 
disorders, changes in population structure, 
changes in treatment, and changes in the 
public attitudes toward mental hospitals 
are among the factors which have to be 
considered whenever comparisons are made 
of measurements taken at different points 
in time. 


CONCLUSION 


The need for more studies of the disposition 
of patients from mental hospitals, similar 
to Israel and Johnson’s study of 4,254 con- 
secutive admissions of schizophrenia (12), is 
obvious. Ultimately the efficacy of hospital 





1 Since this article was submitted, 8 of a series of 9 
articles by Benjamin Malzberg have appeared. “Co- 
hort Studies of Mental Disease in New York State, 
1943-49,” Mental Hygiene 40-41(1956-57). The 
concluding article in the series is on page 558. 
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treatment can be assessed only by the num- 
bers of patients who after treatment are 
able to live in the community. To do this, 
comprehensive follow-up studies of ad- 
mitted patients are urgently required. Pre- 
cise estimates, for any group of admitted 
patients, of the number likely to be dis- 
charged, their probable length of stay in the 
hospital and their chances of being read- 
mitted would be an invaluable administra- 
tive tool.! 
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Promoting effective relationships 
between the school 


and the child guidance clinic 


It is the intent of this paper to suggest ways 
and means of increasing the cooperation be- 
tween the child guidance clinic staff and 
school personnel, to point out some of the 
difficulties involved and to focus specifically 
upon the improvement of the clinic-school 
conference. 

In many communities the clinic staff of- 
fers its services to the school on request and 
gives talks to groups of teachers and to PTA 
organizations. Less often the clinic offers 
consultation services for teachers and in- 
service workshops for school personnel. 
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Too often communication and cooperation 
between school and clinic come about only 
after a crisis has occurred and a conference 
is called as a last resort. This may happen 
when the clinic feels that its efforts are being 
defeated by the activities of the school as 
represented by a particular teacher or when 
through a mother’s insistent efforts therapist 
and teacher finally get together or when a 
teacher notifies the clinic that a child is 
about to be expelled from school and asks 
for help. But a conference held under these 
rather forced and hurried circumstances 
does not have the foundation upon which 
real cooperation is based. 

Although the school and the clinic ap- 
proach the child in different ways, the end 
they serve is the same—the welfare of the 
child. It is not only logical but essential 
that the two join forces and coordinate 
their efforts toward the common goal. It 
is essential too that the coordination of ef- 





fort should come early in the treatment of 
the child. This requires that the therapist 
contact the teacher as soon as possible after 
treatment plans are set up and the parents’ 
permission is obtained. With difficult chil- 
dren the teacher needs the help that the 
therapist is in a position to furnish. The 
therapist needs the information and the im- 
pressions that the teacher has acquired 
through her efforts with the child and with 
the parents. In other words, it is a recipro- 
cal relationship that both teacher and ther- 
apist need if their work is to be most effec- 
tive. Then too the clinic staff needs to 
keep in mind always that when their work 
is “through” it is the teacher who is the 
key figure (of course, along with the par- 
ents) in the further growth of the child. 

Let us consider some of the reasons for 
lack of cooperation between clinic and 
school; some of the responsibility rests with 
the clinic staff and some with school per- 
sonnel: 


1. The teacher and the school administrator 
are frequently unaware or ill-informed 
about clinic procedures, and they have no 
real grasp of what treatment is. 


2. Sometimes there may be strong negative 
feelings about working with an unfamiliar 
profession. 


3. The teacher may be hesitant about get- 
ting involved in a personal way with people 
associated with psychiatry or be unduly 
sensitized because of some problems of her 
own. 

4, The teacher may be reluctant to contact 
the clinic because to do so would be to ad- 
mit failure and lead to feelings of guilt 
and self-condemnation. In this regard, she 
may also fear the criticism of the principal 
and of her fellow-teachers. 


5. Then too the clinic is frequently viewed 
as a last resort and a kind of dumping- 
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ground for the hopeless cases, the process of 
referral being tantamount to a discharge of 
responsibility and of involvement with the 
particular child. 


6. The teacher may hesitate to make a re- 
ferral to the clinic for fear of being censured 
if the parent is unable to accept the referral. 


7. The teacher may be unwilling or unable 
to take the time required for the additional 
task of working cooperatively with the 
clinic. 

8. The teacher may be reluctant to talk to 
the parent about referral to the clinic be- 
cause of a conflict in dual loyalties to the 
child and to the parent, with the teacher 
tending to take sides with the child. Along 
this line, the teacher may not be free to tell 
the parent how she really feels about the 
child. There is a sort of duplicity involved 
with negative feelings being stifled, and the 
teacher may avoid the discomfiture she 
would feel in this situation by not discus- 
sing referral with the parent. Of course, it 
is also true that there are some teachers 
who do not know how to prepare a parent 
for referral to the clinic. 


9. It frequently happens that the teacher is 
uncertain as to when she should continue 
her attempts to handle the child herself 
and when she should refer the child to the 
clinic. Rather than reveal her uncertainty 
she continues to try to cope with the child 
in the classroom, sometimes against her own 
better judgment. 


10. Finally, there is a still prevailing atti- 
tude among some school people that mis- 
behavior such as truancy is always “bad” 
and that the proper referral is to the court. 
These people are unwilling to tolerate the 
child’s absence even in the case of a school 
phobia. These same people are also un- 
willing to release the child for a clinic ap- 
pointment which falls during school hours. 
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On the other side of the ledger, there are 
feelings and attitudes among the clinic staff 
which interfere with or obstruct good work- 
ing relationships with the schools: 


1. All too frequently the personnel of some 
clinics seems to minimize the work of teach- 
ers and their contribution to society. 


2. The clinic staff thinks only in terms of 
handling cases without “outside” help or 
with a minimum of information from “‘out- 
side” agencies. 

3. They seem afraid to impart confidential 
information lest it cannot be entrusted to 
the teachers. Of course, the responsibility 
of the clinic to the individuals concerned 
has to be understood. 


4. Sometimes in contacts with school per- 
sonne] the clinic staff uses language which is 
too technical, perhaps to impress or per- 
haps to conceal, but in any event no real 


communication ensues. As a result of such 
contacts the teacher may complain that she 
wasn’t told anything and that she learned 
nothing which would be of help to her. On 
the other hand, as a result of some contacts 
the teacher may complain that she was 
“talked down to.” 


5. Generally speaking, the clinic staff is 
quite ignorant of the work of the teacher. 
The clinic does not have the total view of 
the school function, the daily activities of 
the teacher in the classroom and the con- 
tribution of the teacher to the growth and 
development of a room full of normal chil- 
dren. The clinic sees only those cases which 
fail to fit into the daily classroom routine. 


6. The staff tends to think of schools and 
teachers as they remember them from child- 
hood, quite unaware of changes which have 
occurred in school procedures as a result 
of changes in the philosophy of education, 
in the curriculum and in the immediate ap- 
proach to the child. At worst, they may 
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still harbor negative feelings toward teach- 
ers as a result of their own unpleasant 
experiences. 

7. The clinic staff may find it difficult to fit 
a school conference into the busy daily 
routine of appointments, dictation, closing 
summaries, letters to referring agencies, 
phone calls and staff conferences. ‘This may 
lead them to regard the contact with the 
school as secondary or to feel that the school 
isn’t interested. 

8. Sometimes the clinic is afraid to get in- 
volved with the teacher for fear that the 
teacher will demand specific advice on spe- 
cific techniques for handling the child, a 
demand which the clinic cannot confidently 
meet. The clinic staff is confident that it 
can be of assistance in helping the teacher 
explore the problem and work out with her 
courses of action which she may undertake, 
but it is not prepared to hand out ready- 
made advice on procedures which can be 
successfully followed by any teacher work- 
ing with any particular type of problem. 

Whatever the many factors from which 
stem the attitudes that prevent communica- 
tion and cooperation between teacher and 
therapist, they are regrettable in that they 
detract from the effectiveness of both. They 
are doubly deplorable since undoubtedly 
the same mechanisms are at work on both 
sides and could be eliminated with a bit 
of mutual trust and confidence. If either 
side takes the lead in demonstrating trust 
and confidence as well as some understand- 
ing and appreciation of the problems of 
the other, cooperation invariably results 
from such action. 

Assuming that both clinic staff and school 
personnel are aware of the sources of mis- 
understanding and have taken steps to obvi- 
ate them and to establish good working 
relationships, the following suggested pro- 
cedures would demonstrate real cooperation 
and could be followed: 





1. With the permission of the parent, the 
therapist would send a letter to the teacher 
at the beginning of therapy notifying her of 
plans and requesting assistance from her. 


2. Within several weeks the therapist would 
telephone the teacher and request a confer- 
ence with her. They would agree on such 
points as the following: a mutually conveni- 
ent time and place for the meeting, the par- 
ticipants, the necessary data to be available 
from the teacher and clinic, including de- 
scriptions of the child and his parents, the 
child’s attitudes toward adults and peers, 
and an over-all evaluation of the strengths 
and weaknesses of the child as seen from 
both vantage points. 


3. The conference itself would be con- 
ducted in an informal atmosphere with full 
awareness and recognition of the feelings 
and needs of all participants. Time for 
getting acquainted would be allowed and 
utilized. The conference would be planned 
and made a part of the schedule for the day 
and not squeezed into an already crowded 
lunch hour. The participants would be 
prepared to explain freely the clinic or 
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school policies and procedures if any ex- 
pressed or unexpressed need for it was 
apparent. The discussion of the particular 
child would include: definition of the prob- 
lem or problems, the significance of the 
child’s behavior, questions from all partici- 
pants, recommendations and plans for 
action. 


4. Continuation procedures would include 
a record of the conference filed by both 
parties and periodic follow-up contacts at 
critical points such as after a grading pe- 
riod, after clinic appointment cancellations, 
after-significant comments from the child 
or the parent, after a parent-teacher con- 
ference and after termination at the clinic. 

As a final word, if the school-clinic con- 
ference and all similar contacts can be con- 
ducted in an atmosphere of mutual con- 
fidence, respect and trust, the teacher will 
be assisted in her work, the therapist will 
find the teacher an indispensable ally, and 
both clinic and school will profit from the 
expanded effort. Together, they can better 
approach their common goal—the welfare 
of the child. 








EDNA K. KEEFE, M.S.W. 


Dynamic social work 


and the tranquilizing drugs 


At this very hour there are at least 700,000 
human beings crowded into the mental hos- 
pitals in this country and 300,000 are ad- 
mitted each year at an annual cost of just 
over $1,000,000,000. Even then the care is 
woefully inadequate. The development of 
drugs which not only sedate the patients 





Miss Keefe was in the social service department of 
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8 The Treatment of Hospitalized Psychiatric Pa- 
tients with Thorazine. Philadelphia, Smith, Kline 


and French Laboratories, 1955, title page. 
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but also facilitate other therapeutic ap- 
proaches has been perhaps the most out- 
standing assault on this monstrous problem 
since Philippe Pinel and later Dorothea 
Lynde Dix marched on the bedlams of their 
eras. 

Interest has been centered on two of 
these drugs—reserpine and chlorproma- 
zine.2, While there are others, these are in 
the widest use. Like other additions to the 
therapeutic inventory of neuropsychiatry, 
these drugs are of special interest to social 
workers. Our obligation to maintain a 
comprehensive acquaintance with the meth- 
ods of related professional groups requires 
us to be conversant with these innovations 
in therapy. Both professional and lay pub- 
lications have greeted this advance in chem- 
otherapy as the harbinger that “ushers in a 
new era in the treatment of mental ill- 
ness.” 3 Not only the professional public 
but the general public is oriented to an 
optimistic and enthusiastic anticipation of 
the day when the disturbed ward with its 
restraints, pack-tables, tubs, isolation and 
bare living quarters will disappear, as pa- 
tients, “thus reactivated, are capable of nat- 





ural social behavior.””* The moderately ill 
patients will then be treated in the 
community. 

This changing focus of psychiatric care 
implies certain modifications of the role of 
the social worker, whether attached to the 
neuropsychiatric hospital, the out-patient 
clinic or the larger community. It has been 
said that about one-third of the patients 
who consult a physician do not have any 
definite bodily disease to account for their 
illness and approximately another third 
have symptoms that are in part dependent 
upon emotional factors.5 These individuals 
can reasonably be assumed to be clients of 
various social agencies and in frequent con- 
tact with case workers and social group 


workers. Thus the advent of a drug to 


reduce tension and anxiety with a mini- 
mum of ill effects can be viewed as a boon 
not only to the psychiatrist, allergist, cardi- 
ologist, gynecologist, gastroenterologist and 


general practitioner but to the social worker 
as well. 

While the drug therapy mentioned is in 
widespread use with large numbers of pa- 
tients there has been little attempt to list 
the changes it brings in social work. This 
listing does not presume to be exhaustive 
but rather is thought of as a brief survey of 
some of the areas of increased emphasis in 
which we can heighten our contributions to 
the total therapeutic process. 

Generally speaking, social workers are 
only superficially concerned with the mode 
of administration, the dosage and the phar- 
macology of chlorpromazine and reserpine. 
However, we need to be aware of the nature 
of this treatment and the reasoning involved 
in order to best serve the patient and his 
family. The dosage of reserpine may range 
from 0.1 mg to 130 mgs daily, while the 
range for chlorpromazine is roughly from 
10 mgs to 2,000 mgs daily. In neither case 
is the amount related to diagnosis, body 
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weight or many of the other factors which 
usually help to determine drug dosage.® 
Both drugs may be administered orally or 
intramuscularly, and chlorpromazine is 
available in suppositories. Each of these 
drugs seems to act on the lower centers in 
the’ thalamus and hypothalamus that serve 
as relay stations for nerve impulses between 
the environment and the brain’s higher 
centers of consciousness.? As a result of the 
drug’s “dampening” actions on such im- 
pulses the patient remains relaxed and quiet 
without descending into a stuporous and 
groggy state. The memory, judgment and 
intelligence remain essentially intact. Chlor- 
promazine “potentiates the effects of cere- 
bral depressants, lowers the blood pressure, 
accelerates heart action and produces motor 
retardation, somnolence, and weakness.® 
The lethargy resulting from (it), in contrast 
to that produced by other sedatives, is char- 
acterized by clarity of consciousness and re- 
tained responsiveness. The drug, at any 
dosage, does not produce emotional disin- 
hibition but selectively inhibits drive, 
which makes it unique among the more 
powerful sedatives.” There is no evidence 
that reserpine in any way alters the schizo- 
phrenic process ® nor any of the other major 





4 Chlorpromazine and Mental Health. (Proceedings 
of a symposium held under the auspices of Smith, 
Kline and French Laboratories, June 6, 1955.) Phil- 
adelphia, Lea and Febiger, 1955, 84. 

5 Edward Weiss and O. Spurgeon English, Psycho- 
somatic Medicine. Philadelphia, W. B. Saunders 
Co., 1949, 4. 

8 W. Theodore Lieberson, “The New ‘Tranquilizing’ 
Drugs: Neuropsychiatric Aspects,” American Journal 
of Nursing,” 55(December 1955), 1465. 

7 Morton J. Rodman, “New Drugs of ’55: Drugs in 
Neuropsychiatry,” R.N., 18(December 1955), 56-57. 
8 Harry Beckman (ed.), Year Book of Drug Therapy. 
Chicago, Year Book Publishers, 1955, 469. 


9 Ibid., 453. 





psychoses, but rather it serves principally to 
nake the patient more tractable, counter- 
acting confusion ¥ and facilitating psycho- 
therapy. “Because the patient is no longer 
preoccupied with discussing the symptoms 
which come from his disturbed autonomical 
nervous system, he is more willing to discuss 
dynamically important material. In addi- 
tion, he is less inhibited and will bring out 
more dynamic material which . . . makes 
psychotherapy far more effective.” 11 

The drugs were originally introduced for 
other purposes and their tranquilizing ef- 
fects were soon noted. In addition to its 
uses with neuropsychiatric patients, chlor- 
promazine is effective in the control of 
nausea and vomiting, alcoholism, intract- 
able pain, in the management of cancer pa- 
tients, in obstetrics, surgery, pediatrics, 
asthma, neurodematitis, and in relieving 
the withdrawal symptoms of narcotic and 
barbiturate addiction, as well as in other 
conditions too numerous to mention.!? 
Other studies show that these drugs are also 
effective in work with maladjusted children 
as well as adults. 

The advent of drug therapy does not 
mean an end to the era of psychotherapy 
and, as students sing, “the glory of the 
theory of Freud.” In his essay “On Narcis- 
sism,” written in 1914, Freud suggests that 
“... we must recollect that all our provi- 
sional ideas in psychology will some day be 





10 Thorazine in the Management of Senile Patients. 
(Psychiatric Briefs No. 3.) Philadelphia, Smith, 
Kline and French Laboratories, 1955. 

11 Chlorpromazine and Mental Health, 129. 
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18 Sigmund Freud, Collected Papers. Vol. 4. Lon- 
don, Hogarth Press, 1948, 36. 

14 Kenneth D. Johnson, “The Contribution of Orth- 
opsychiatry to Social Work,” American Journal of 
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based on an organic substructure. This 
makes it possible that special substances and 
special chemical processes control the oper- 
ation of sexuality and provide for the con- 
tinuation of the individual life in the 
species. We take this probability into ac- 
count when we substitute special forces in 
the mind for special chemical substances.” !* 

Hospital administrators feel that the em- 


phasis on drug therapy increases the de- 


mand for personnel as there is a shift from 
custodial to therapeutic care. The demands 
for competent services in the community are 
also increased and yet the number of trained 
personnel is completely out of step with the 


need. “There is an acute shortage of per- 


sons trained in every one of the helping 
disciplines.” 14 

The increased use of the drugs and the 
ensuing increased demand for case work 
services does not change the basic functions 
of the profession but rather highlights their 


importance. In the area of therapeutic case 
work the lessening of confusion and the en- 
abling of the patient to discuss the nature 
of his conflicts make an entirely new group 
of individuals available for case work 
services. 

At the Veterans Administration Hospital 
in Murfreesboro, Tenn., these drugs have 
been in use since June 1954. The first pa- 
tient, a manic, was well aware of the nature 
of his drug therapy and derived consider- 
able satisfaction from engaging staff mem- 
bers for long periods, describing the changes 
he experienced and making a comparison 
from his voluminous notes with the previous 
forms of therapy which he had received. 
This pointed out the first implication for 
social work service: there was an increased 
desire to talk with personnel. This has 
been borne out in our subsequent experi- 
ence. 

As larger groups of patients have been 
treated the number who were too confused 





to make use of case work services has di- 
minished and there is an ever-increasing 
stream of referrals not only from the ward 
personnel but from patients themselves. 
Our previous contacts with one patient had 
been limited to his requests for help in se- 
curing legal assistance to “break the com- 
mitment,” but are now the result of his 
fearful suggestion that his family may not 
want him when he is ready for a trial visit. 

An awareness of the patient’s probable 
progress under drug therapy will make it 
possible for us to intervene therapeutically 
at the proper time to build a productive re- 
lationship. This not only frees the psy- 
chiatrist to work with the more seriously 
disturbed patients but also offers the social 
workers an opportunity to expand their role 
as auxiliary therapists. This does not imply 
the use of the social worker as a psycho- 
therapist 1° but rather increases the empha- 
sis on effecting the maximum utilization of 
our clearly accepted means of treatment. 
In the light of drug therapy our roles in 
“environmental modification,” “psychologi- 
cal support,” “clarification” and “insight 
development” 1° shift as these case work 
techniques are applied to our differentiated 
functions. It is felt that this is equally true 
whether the service is hospital admission, 
emotional and personality adjustment, trial 
visit planning and supervision or out- 
patient care. 

The number of patients who come to the 
hospital having received “psychiatric first 
aid” will increase as the general practitioner 
becomes more secure in the use of chlor- 
promazine and reserpine. The masking of 
the symptoms can be dangerous for all con- 
cerned. One patient initially appeared to 
be in good remission but soon became as- 
saultive, hyperactive and destructive. Ade- 
quate history revealed that he had been re- 
ceiving substantial doses of chlorpromazine 
and during the early days of his hospitaliza- 
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tion at Murfreesboro was not considered in 
need of the drug, owing to his clinical pic- 
ture. Consideration of such problems 
makes the necessity for an accurate history 
obvious if there is to be continuity of 
therapy. 

Many families are familiar with the pub- 
licity given the ataraxic drugs and raise 
questions concerning their use. One mother 
arrived for an interview armed with an ar- 
ticle from a current lay publication and de- 
manded the reasons why her son was not 
being given that drug. The simple explan- 
ation that the doctor considered another 
drug more desirable would do little to 
strengthen the relationship and make it 
possible to discuss her hostility, rejection 
and basic guilt. She refused the initial of- 
fer to talk with the doctor. After consider- 
able discussion of the material in the article, 
coupled with information concerning the 
drug her son was receiving and her observa- 
tion of his symptoms, she was able to say 
that the drug prescribed was satisfactory. 

Not all the publicity accorded chlorpro- 
mazine and reserpine is confined to the 
therapeutic aspects of the medication but 
encompasses the undesirable side-effects as 
well. Both the patients and their families 
have fears that will be brought to the case 
work interview. Frightening symptoms 
such as jaundice, Parkinsonism, skin rashes, 
etc., tend to increase the patient’s physical 
dependency and alter his emotional needs. 

A particularly fearful patient spent many 
hours of distress before coming to the point 
at which he could complain to his social 
worker that he was becoming weak and 
had difficulty keeping awake. Repeated as- 
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surance and interpretation was necessary 
before he could accept this as a natural re- 
sult of medication. Soon after a large group 
of patients on a chronic disturbed ward 
were placed on chlorpromazine, one died 
suddenly. The others became fearful and 
anxious, increasing in emotional depend- 
ency on the staff. The effect of these drugs 
has been demonstrated to vary to an amaz- 
ing extent with the patient’s mood and 
with many environmental factors.'7 At the 
same time Lemere reports 11%, of the 
placebo patients used as a control in his 
study told of specific side-effects which they 
had been warned against.'8 Aside from the 
genuine fears at a reality level, families may 
tend to ascribe many of the patient’s symp- 
toms to the drugs out of their own needs 
just as many seek to absolve their guilt by 
assuring us “he was all right when they 
took him into the Army.” In our hospital 
this problem requires special attention since 
families may visit any day and are encour- 
aged to come frequently. 

The course of behavior for a patient un- 
der reserpine therapy, as described by Barsa 
and Kline, follows a pattern of a sedative 
period, a turbulent period and finally a 
period of integrative behavior.1® If this is 
not understood by personnel and _inter- 
preted to the family, the period of increased 
turbulence may be quite anxiety-provoking. 
It is in this stage that the patient may be- 
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come more delusional and the hallucina- 
tions often become more _ pronounced. 
There are outbursts of overactivity accom- 
panied by aitercations with little or no 
provocation. During this same _ period 
there may be emotionally intense and vivid 
dreams that are quite upsetting to the 
patient.*? 

One patient whose entire history was 
characterized by his inability to verbalize 
his hostility had been seen regularly by the 
social worker for many months. Under 
drug therapy he suddenly became verbally 
abusive, profane and threatening. The so- 
cial worker was able to weather his emo- 
tional storm without becoming alarmed and 
soon moved into increasingly productive 
case work areas. 

The attitudes of personnel are only a 
part of the therapeutic climate at such a 
time. The family must be oriented to ex- 
pect such actions as a part of the patient’s 
long and tenuous sojourn to readjustment. 
Family attitudes must be utterly free of 
judgmental or retaliative reactions which 
might imply punishment or threats of such 
or disapproval of the treatment, for it is 
when the patient sees that his behavior is 
tolerated that he becomes aware that he is 
wanted and accepted. The role of the so- 
cial worker in the amendment of family at- 
titudes is so well accepted as to require no 
further comment; this function, however, 
like others is highlighted by the advent of 
the tranquilizing drugs. 

As larger groups of patients increase their 
contact with reality it is reasonable that 
larger emphasis will be placed on group 
therapy. The proceedings of a symposium 
on chlorpromazine and mental health held 
under the auspices of Smith, Kline & French 
Laboratories 2! point out that even the wide 
use of group therapy alone will not solve 
the problem since there will still be an acute 
shortage of psychiatrists. Dr. Denber *? 





suggests the inclusion of the principles of 
group psychotherapy in the curriculum of 
psychiatric social workers. While this 
would seem reasonable, it does little to help 
those of our number who have long since 
completed their formal training. The so- 
cial group worker would become increas- 
ingly important to the hospital setting in 
creating opportunities for progressive steps 
in participation and development of rela- 
tionships, which make the group situation 
an important therapeutic tool.** 

Many chronic patients for whom there 
previously had been little hope are now be- 
coming candidates for trial visit. The im- 
plications of this shift in prognosis are 
apparent in the story of one 53-year old pa- 
tient whose illness dated back to 1936. He 
had been hospitalized continuously since 
1942, without privileges, trial visit or leave 
of absence. His hospital course was char- 
acterized by extreme hyperactivity, frequent 
altercations and destructiveness, making 
him a difficult problem in ward manage- 
ment and requiring two packs almost daily 
until he was begun on chlorpromazine. All 
observers considered indefinite hospitaliza- 
tion necessary. He soon became extremely 
tactful, rational and cooperative, and was 
given privileges and an opportunity to work 
in the leather shop. He has now been on 
trial visit since Thanksgiving 1955 and is 
employed full-time at a baking company. 

As larger groups of patients recover from 
the acute phases of their psychosis, the prob- 
lems of trial visit planning and supervision 
will be brought into sharper focus. Not 
only will the social worker be asked to plan 
for the individual who will return to ap- 
proximately the same family unit that he 
came from, but there will also be chronic 
patients whose family units have undergone 
drastic revisions. The family that is asked 
to effect the new adjustments required in 
planning for a person who has been men- 
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tally ill may have had a very long period in 
which to become accustomed to his absence 
or it may be a family composed of individ- 
uals who have little or no memory of the 
patient in his pre-psychotic state. The sim- 
ple act of recovering from the acute stages 
of his illness and improving socially in terms 
of his hospital conduct is only the first step 
in a successful readjustment to extramural 
life. The social worker is in a unique posi- 
tion to complement and supplement the 
formulation of plans that will be acceptable 
to the patient, his family, the community 
and the hospital. Many of these patients 
will not be able to return to the community 
from which they came and will require nurs- 
ing homes or foster home care, increasing 
the demands in these areas. Thus we see 
how the advent of chlorpromazine and res- 
erpine adds increasing importance to our 
current functions. 

Patients return to the hospital from trial 
visit for essentially the same reasons they 
were first institutionalized. Either they are 
unable to accept their environment or it is 
unable to accept them with their limitations 
and problems. We are all familiar with the 
traumatic effects of unsuccessful trial visits 
and seek to avoid them by careful planning 
and accurate appraisal of the degree of 
readiness of the home. Our efforts have al- 
ways been limited by such problems as geog- 
raphy, limited contacts with the family, 
prejudice and the other myriads of prob- 
lems which militate against our efforts to- 
help effect changes in the environment. 

These failures are generally viewed as the 
“fault” of the patient. The aim of therapy 
is to help him to “adjust” and we are 
hampered in our efforts to help the family 
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adjust. Dr. Nathan Kline has suggested 
that “the patient is usually viewed with 
suspicion upon his return home. If he ex- 
presses any opinion or behaves in any way 
contrary to the standards set up by his wife, 
mother or children (no matter how peculiar 
these standards may be), this is immediately 
attributed to the fact that he is still slightly 
‘teched’.” 24 Dr. Kline suggests two pro- 
cedures for helping increase trial visit ad- 
justment: first, to continue the patient on 
medication so he can better tolerate the 
pressures of adjustment and, second, to 
place the family on chlorpromazine so that 
they are better able to tolerate him! In 
fact, Dr. Kline has tried this technique with 
gratifying results. Unfortunately, we as so- 
cial workers must act in the presence of the 
first therapy and as yet in the absence of the 
second. Here we substitute case work for 
drugs in the effort to mobilize both individ- 
ual and community resources to assist the 
patient in his rehabilitation. 

Many of these patients will require a great 
deal of help during the time that they are 
making the initial adjustment to trial visits. 
Our chronic patient last mentioned above 
got along poorly during the first weeks of 
his effort to readjust to community living. 
With the support of his family and the help 
of out-patient care, reinforced by drug ther- 
apy, the conflicts were soon resolved. Then 
came the problem of employment for a per- 
son who had not been in the labor force for 
a number of years. All of these problems 
tend to emphasize the need for increasing 
close supervision of trial visits and for fre- 
quent case work contacts. 

The experience with chlorpromazine and 





24 Chlorpromazine and Mental Health, 157-58. 


reserpine is yet too limited to tell us how 
‘long patients can or will be maintained on 
medication, but it has been suggested that 
the mentally ill may use these drugs in 
much the same fashion that the diabetic uses 
his insulin. Recently a trial visit report 
concerning one of our patients asked, “How 
long can he be maintained on chlorproma- 
zine’? This patient has been out of the 
hospital eight months after a history of 
many years of assaultive behavior, paranoid 
ideas and severe physical distress resulting 
from the notion that he was pregnant. Now 
he raises chickens, plans to plant cotton, 
and helps neighbors mend their fences, 
while chlorpromazine helps him to mend 
his inner fences. 

In general, the advent of drugs which 
produce ataraxia or “freedom from trouble 
in the mind” increases the demands on the 
social worker. Contacts must be initiated 
as early as possible in order to make the 
optimum use of hospital social work service 
and to provide for an early referral to the 
social worker in the community. 

We must learn all we can of this new 
therapy, sharpen our case work skills, learn 
to function at a more complex level of 
interpersonal therapy and reevaluate our 
specific services. Trial visit planning must 
move out of the realm of “will the family 
take him?” and into the areas of “how will 
the family and the community help him?” 
Trial visit supervision must offer real case 
work help to the patient and his family 
and at the same time activate the commu- 
nity in his behalf. Checking up on the 
patient is no longer sufficient. 

The challenge is clear. All this is only 
preface to the monumental task of the new 
era of psychiatric care, and ours is an 
exciting role. 
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Visual aids 


for mental health 


If one initially doubted the value of visual 
aids to the learning process, such doubt 
can no longer be justified in light of the 
tremendous development of the documen- 
tary film business and the impact of tele- 
vision. Since time began man has illus- 
trated his writings; in fact, illustration 
probably came first. Innumerable studies 
have been made in the field of education 
to determine the value to the learning 
process of the combination of aural and 
visual impressions. The question as to the 
value of films in teaching arises only when 
it is applied to mental health. But when 
the question is raised, it is not teaching by 
film that is challenged but mental health 
education itself. Those who object to 
mental health education raise questions as 
to whether personality can be changed 
through education, whether learning about 
mental health produces anxiety, or whether 
we know enough about the positive aspects 


of mental health to provide a body of teach- 
able knowledge. 

Such questions are certainly valid, but 
most of these questions are raised by the 
clinicians, whereas many of us who are in- 
volved daily in working with groups of 
people have come to feel that their objec- 
tions are based on false premises. 

Mental health education generally is 
planned for those who are not critically ill. 
Granting that the ill cannot be made well, 
there is still a place for mental health edu- 
cation for the masses of people who are con- 
cerned about all knowledge, especially as 
that knowledge touches the world which is 
uniquely their own. Undoubtedly there 
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will be those who become anxious, but 
this is not always disastrous. Were we to 
relieve individuals of all anxiety, there 
would be some question as to how much, 
if any, learning would occur. It is a sad 
indictment of our professional group if 
we admit that there is no teachable body 
of knowledge in the field of mental health. 
Even the most querulous must accept facts 
such as that there are individual differ- 
ences in children, that the mentally ill 
are not set upon by witches, that family 
patterns are changing. Human beings are 
in quest of knowledge and they have a 
right to have access to whatever knowledge 
is available, incomplete though it may be. 
Even the knowledge of its incompleteness 
and fallibility should be allowed them. 
For the purpose of this paper, however, 
we accept the “fact” of mental health edu- 
cation and will explore briefly the possi- 
bility of the use of films in that process. 
Critics frequently look at a mental health 
film and decry its use because they can 
point to a flaw from their point of view. 
Such flaws may well be a strength of the 
film and serve as a point of departure for 
the discussion which follows the film show- 
ing. “Angry Boy” has such a flaw. From 
the point of view of the educator, the 
manner in which the child’s stealing epi- 
sode was handled by the school principal 
was wrong. At first, many educators re- 
sisted the use of the film on this basis. 
Gradually, however, they came to see that 
the feeling aroused was good and spurred 
them into challenging thought. With 
ample opportunity to discuss the point at 
issue, Many came to see that the practice 
presented in the film was all too frequently 
used, and they were stimulated to discuss 
the pros and cons of such handling and 
eventually to design better practice. For 
those who look for a design of perfection, 


there is none. All that is essential is an 
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honest portrayal of a given situation—not 
good, not bad—it just is! Such a film 
directs the minds of the people to con- 
certed thinking about a given concern and 
allows for more purposeful discussion. 

Some people look to the mental health 
film to teach them how to do a specific 
thing. Because documentary films were 
originally designed to illustrate facts, we 
became accustomed to an illustrative type 
of film. In the field of health, the sani- 
tarian knew how a septic tank should be 
built. With the aid of a draftsman, he 
could design and photograph such a tank 
to illustrate the construction process. The 
processes of caring for a bed patient, of 
selecting foods, of caring for a dairy herd 
could be illustrated as well. In these in- 
stances there is a “best” way, and there 
is an innate element of demonstrativeness 
about the process concerned. In the realm 
of human behavior, such universality of 
process is not true. There are many ways 
of reacting to a given situation, an infinite 
variety of patterns an individual may pur- 
sue in his search for a solution to a given 
problem, and a procession of concepts of 
happiness as endless as the procession of 
humanity itself. There is no mental health 
film comparable to a film on the construc- 
tion of a septic tank. For the user of films 
who looks for such easy answers to mental 
health education, there is little other than 
disappointment. The producer of films 
who attempts to design films of this 
nature is not well versed in the principles 
of personality development. Some such 
films have been made, but the discerning 
user immediately senses their superficiality. 
Tragically many undiscerning persons are 
using mental health films. 

In apparent contradiction to the fore- 
going statement, there are some films which 
are purely descriptive, but even these films 
do not “point the way.” They simply de- 





scribe. “It’s A Big Problem,” which de- 
scribes the problem of mental illness in 
Michigan and our attempt to meet the 
problem, is such a film. No attempt has 
been made to establish an example or 
pattern. It is essentially descriptive. In 
another area of concern, human behavior, 
“Age of Turmoil” describes pictorially the 
behavior of six teen-agers within a limited 
space of time—a Friday afternoon and 
evening. No attempt is made to indicate 
that all teen-agers act as these six nor that 
these six would act that way at all times. 
The value of the film lies in the visual stim- 
ulation to the minds of the viewers, in 
its effort to add variety and scope to their 
thinking about the teen-agers they know. 
It causes a friendly, receptive attitude 
toward adolescents in general. No one is 
particularly involved emotionally with the 
concerns of any one of them, yet the film 
leads an audience to a better understanding 
of teen-agers and their relationship to the 
adults in a given group. 

Another illustration of the documentary 
film which is purely descriptive is “Stress.” 
Nothing is said in this film that could not 
be said on the printed page, but to have 
the interesting personality of the doctor 
presenting his own concept of stress, with 
some illustrative sketches, adds tremen- 
dously to interest. Interest, we know, is 
conducive to learning. Whether or not the 
concept presented is accepted by all is not 
a fact in question. With the variety of 
concepts in any area of mental health being 
presented, we would freeze into immo- 
bility if we awaited consensus—a_ time 
which hopefully will never arrive. 

Many of those who would grant the 
use of the aforementioned films deny the 
use of yet another type of film—that which 
involves human emotions. Instead of an 
illustrated lecture, the film becomes a les- 
son in feeling. As contrast, we can com- 
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pare “City of the Sick” and “Man to Man.” 
The former sympathetically describes life 
in a mental hospital so that one arrives 
intellectually at a better understanding of 
what takes place there. Hopefully there 
are concomitant emotional gains in in- 
creased acceptance of the mentally ill. In 
“Man to Man” you suffer with Mr. Rusk, 
the patient. You feel the infinite appeal 
of his mute need and await his next move 
on the checkerboard. You feel with the 
attendant his disappointment when the 
patient’s progress is inadvertently deterred. 
The processes of the hospital become inci- 
dental but somehow are absorbed into one’s 
consciousness. Once having lived with Mr. 
Rusk in the depth of his sorrow, you find 
yourselves a bit closer to a sympathetic 
understanding of the deeply buried misery 
behind the apparently meaningless and 
often bizarre behavior of the mentally ill. 
Such an emotional involvement is the 
design of many mental health films and is 
the aspect of such films against which much 
criticism is directed. 

It is the feeling of some in the psychia- 
tric field that films which involve the feel- 
ings of people are too charged to be avail- 
able for general usage. This may be true 
with a select few, for we must remember 
that some films, such as “Feelings of De- 
pression,” were originally conceived as 
therapeutic films; there is cause for concern 
when they are used by the psychiatrically 
untrained. However, this is only one level 
of emotional involvement. Most films are 
not so designed. Most films are story 
films which tell a story of people living 
with people. Emotions are involved just 
as they would be involved in any living 
episode. But we forget that people have 
spent their entire lives building up defenses 
to protect themselves in vulnerable spots, 
and such films do not disturb them. We 
watch television plays and movies which 
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are powerfully charged—not all in ways 
that threaten the defenses of any one indi- 
vidual, but any one individual must have 
his defenses shaken many times if he 
watches plays and movies often. The psy- 
chiatrist is not at all averse to giving a 
lecture from which there is no escape psy- 
chologically. The words of authority from 
one who is learned in his profession are 
much more to be feared than a movie con- 
ceived in the realm of make-believe. The 
film viewer who must have an escape can 
find an escape from a movie; the American 
public has learned many escapes. For 
those who have no need to escape there is 
possible a depth of learning which could 
never be realized from the spoken or written 
word alone. 

Most films are neither descriptive nor 
deeply therapeutic. Most of them use emo- 
tion in such a way that a viewer can become 


involved sufficiently to give real meaning 


to his viewing experience. This is how 
growth occurs. 

The depth to which interpretation goes 
depends almost entirely upon the audi- 
ence, the leader and their interaction. A 
film such as “Fears of Children” can become 
a springboard into an exploration of neu- 
rotic anxiety, or it lends itself well to stim- 
ulate a discussion on such topics as the 
differences in attitudes toward discipline 
between fathers and mothers and how to 
handle these differences, or to an explo- 
ration of what overprotection may mean to 
a mother and a child. Audiences and lead- 
ers who do not know about neurotic anx- 
iety somehow are not in the least worried 
about the fact that it doesn’t come up for 
discussion. Psychiatrically oriented people 
are handicapped in viewing a film as the 
usual audience views it. They look for the 
hidden and obscure. Their knowledge 
makes it so. Others are not possessed of 
this same knowledge, yet they can learn 
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many lessons about human behavior within 
the framework of their knowledge and 
background. Those who are pricked a bit 
by anxiety into greater insight take what 
they can, discard or disguise the intoler- 
able, and await the next impact for growth. 

Granted that we accept the use of films 
in mental health education, there are a 
few guideposts that have emerged out of 
our cumulative experience. First, most films 
are best received if the audience is given 
a little preparation. Some films, for in- 
stance, have elements of strangeness to a 
given audience. So that they don’t become 
immersed in the strangness, they need to 
be forewarned. “Roots of Happiness” can 
be so much more meaningful if it is pointed 
out that even though the film depicts an- 
other culture there are great common ele- 
ments of the human beings involved. Un- 
less one does, it may become a “travel film” 
and the audience may feel, “It couldn’t 
happen here.” The language of the South 
in “Hard Brought Up” is so pronounced 
to a northern audience that it can well 
become a game to listen for idiosyncrasies 
of speech rather than to the story of two 
unhappy little boys. The Canadian aspects 
of “Family Circles,” the British termi- 
nology of “Your Children and You,” or the 
way of life of the Negro in “Palmour 
Street” may stand in the way of real learn- 
ing. Such preoccupation with elements 
strange to the life of the audience involved 
can be relieved with appropriate introduc- 
tion. 

An introduction can partially direct the 
thinking of the audience and adds to the 
versatility of any film. For instance, one 
might want to use “Palmour Street” or 
“Fears of Children” to focus attention 
on fathers and the role they play in family 
life. A few introductory remarks can help 
the audience to attend to factors which 
might otherwise have little significance. 





In dealing with mental health films, as 
in dealing with all mental health educa- 
tion, semantics become extremely impor- 
tant. Every profession builds up its own 
professional shorthand; psychiatry and its 
allied professions are no exception. We 
have endowed certain words with a whole 
aura of meaning completely unknown 
to the usual person. We have become com- 
fortable with words charged with emotion 
for many. Unless we are able to eliminate 
our jargon shorthand when doing educa- 
tional work, it is usually best undone. 
Dynamic behavior can be understood in 
simple language, but many of us find it 
difficult to make this translation. 

When one wishes to utilize the emotions 
of people engendered by the emotions in 
a film, the mechanical projection of the 
film becomes exceedingly important. To 
have the flow of feeling disrupted by 
faulty sound, ideas broken by a broken film, 
or interest aborted by faulty light allows 
the members of the audience to release their 
feelings into many channels—irritability, 
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anger, humor or sympathy for the projec- 
tionist. Any of these “uncharges” the in- 
dividual, and at the end of the picture—it’s 
over. So what? Such an attitude is not very 
conducive to the discussion which follows, 
during which the “digestive” process occurs 
and learning takes place. 

With all of their shortcomings and with 
all of the admonitions one hears, the films 
available for mental health education are 
becoming better and more varied. As in 
any field of growing popularity there are 
those who are looking only for the easy 
dollar or the easy program. Together they 
are a formidable team. But as long as 
sincere producers produce good films and 
mental health educators constantly strive 
toward honest selection, we can hope for 
a gradual development of a good mental 
health film library. With good films avail- 
able, the rest depends upon a consistent 
effort to train people in the appropriate 
use of those films. With good films the 
task of mental health education is made 
easier. 
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Cohort studies of mental disease 


in New York State: 1943 to 1949 


PART IX. GENERAL SUMMARY 


Cohort studies are an attempt to arrive at 
the natural duration of a disease—that is, 
the interval between the onset of a disease 
and its termination. In the case of mental 
disease this ideal cannot be reached because 
the date of onset cannot be determined 
with sufficient accuracy in many cases. In 
its place we therefore substitute the date of 
first admission to a mental hospital. The 
decision as to the time of termination of a 
mental disease is also beclouded. Patients 
are discharged presumably after recovery or 
after some other degree of improvement, 
or by death. The end-point would be rela- 
tively simple to determine if there were 
good agreement as to the patient’s condition 
leading to discharge. Such judgments dif- 
fer, however, because of the subjective ele- 
ment. It is therefore difficult to ascertain 
the correct duration of a mental dis- 
order even when one substitutes administra- 
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tive guides for natural limits. Cohort 
studies are in effect a mixture of adminis- 
trative and medical procedures. From an 
administrative standpoint it is sufficient to 
measure the duration from the date of first 
admission to a mental hospital to the date 
of leaving, whether by placement in con- 
valescent care, by discharge without such 
placement or by death. From the “natural 
history” point of view, however, the date 
of placement in convalescent care is not the 
end of treatment but a continuation of 
treatment under new conditions. When 
convalescent care is judiciously adminis- 
tered, and not in a routine manner, such 
discharges provide a better approximation 
to the termination of treatment. For the 
purposes of these studies, therefore, the 
duration of treatment (?.e., hospitalization) 
includes time in convalescent care. 


The cohorts analyzed in these studies repre- 
sent first admissions to the New York civil 





state hospitals during five successive fiscal 
years beginning with the year ended March 
31, 1944. The closing period of observation 
occurred in each case during the year ended 
March 31, 1949. A maximum uniform 
period of observation of five years was there- 
fore available for the first cohort. The pe- 
riod was reduced by a year for each succeed- 
ing cohort. The period for the fifth cohort 
was therefore only one year. 

The following analyses show discharges 


TABLE I ; 
Percent of first admissions to New York civil state hospitals 
discharged during specified periods after admission, 


classified according to mental disorders 
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and deaths in relation to periods of hos- 
pitalization after first admission. All the 
five cohorts were under observation during 
the first year after admission; hence per- 
centages and rates for this period are an 
average for all the cohorts. Only the first 
four cohorts were under observation for 
two years and they therefore furnish the 
basic exposures for this period. Finally, 
only one cohort, that of 1943-44, was under 
observation for the full five years and fur- 
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nished the necessary exposures for this 
period. 

Table I summarizes the discharges by 
percent during specified periods of hospital- 
ization. Of the males 14.4% were dis- 
charged during the first year and 21.5% 
were discharged during the second 
year. The higher percentage during the 
second year resulted from the culmination 
of periods of convalescent care, the great 
majority of which were made during the 
first year of hospitalization. Relatively few 
discharges occurred after the second year. 
There was great variation in these percent- 
ages among the principal groups of mental 
disorders. As might have been expected, 
discharges were relatively few among psy- 
choses with cerebral arteriosclerosis and 
senile psychoses. They were most frequent, 
relatively, among manic-depressives, of 


whom 90% were discharged within two 
years. The percentages were also high for 


the alcoholic and involutional groups and 
relatively high for dementia praecox. 

The general picture was the same for 
females, of whom 10.5% were discharged 
during the first year and 26.5% were dis- 
charged during the second year, a total of 
37.0%. Only an additional 6.5% were 
discharged after the second year. The per- 
centage was highest among manic-depres- 
sives, of whom 78.3% were discharged dur- 
ing the first two years. During the same 
period 61.1% of the female alcoholics were 
discharged. The percentage for the involu- 
tional group was 57.7. Of female first ad- 
missions with dementia praecox 51.5% were 
discharged during the first two years. As 
with males, discharges of females were few 
among first admissions with psychoses with 
cerebral arteriosclerosis and especially low 
for the senile group. 

The percentages are shown cumulatively 
in Table II. Of all the male first admis- 
sions an average of 42.0% were discharged 
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within five years after admission. This was 
almost doubled by the group of manic- 
depressives. The final cumulative percent- 
ages, all well above the average for all first 
admissions, were almost on a par for the 
following groups: alcoholic psychoses, 65.6; 
involutional psychoses, 68.2; dementia prae- 
cox, 65.5. Of the arteriosclerotic group 
only 15.6% were-discharged. The total for 
the senile group was only 5.9%. Although 
low in comparison with the functional 
groups the total percentage of discharge 
for general paretics was surprisingly high. 

The cumulative percentages for females 
were very similar to those for males. The 
average for the five years for all first ad- 
missions was 43.5%. There was a minimum 
of 6.1% among the seniles and a maximum 
of 86.7 for the manic-depressives. The total 
cumulative percentages were 70 for the al- 
coholics, 69.6 for the involutional group 
and 62.7 for the dementia praecox patients. 
As with males, the discharges among female 
general paretics may be considered rela- 
tively high. 

Table III shows average rates of dis- 
charge per 1,000 annual exposures... Among 
all male first admissions the rate was highest 
during the first three months and decreased 
during the remainder of the first year. Be- 
cause of the expiration of convalescent care 
the rate rose during the second year but 
decreased steadily thereafter to a minimum 
during the fifth year. The rates were high- 
est for manic-depressives. The rate for this 
group was 847.0 for the first three months, 
averaged 281.4 for the first year, rose to 
750.0 during the second year and dropped 
to a minimum of 83.3 during the fifth year. 
Rates were also high among the alcoholic 
group. The rate was very high during the 
first three months but averaged 281.7 for the 
first year. It rose to a maximum of 471.8 
during the second year. Rates for dementia 
praecox were above the average for all 





males and reached a maximum of 454.2 
during the second year. Rates were low for 
the groups of advanced age, especially for 
the seniles. 

The trend was similar for females. Rates 
were high during the first three months but 
lower during the remainder of the first 
year. Because of the expiration of con- 
valescent care they rose to a maximum dur- 
ing the second year, then declined to a 
minimum during the fifth year. Rates were 
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highest for manic-depressives and alcoholics, 
lowest for the senile group. 


An earlier study of a cohort of first admis- 
sions to the New York civil state hospitals 
during 1909-10 permits of comparison with 
the preceding data on discharges. Of all 
first admissions during the peried of 1944— 
48, 43% were discharged within five years. 
When adjusted for readmissions this figure 
did not differ significantly from the cor- 
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Rates of discharge * among first admissions 
to New York civil state hospitals during specified periods after admission, 


classified according to mental disorders 
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responding percentage for the cohort of 
1909-10. This must be attributed to the 
great increase of first admissions with psy- 
choses with cerebral arteriosclerosis and 
senile psychoses, both of which have low 
rates of discharge. On the other hand, 
there has been great improvement among 
other groups of first admissions. Of general 
paretics 17% were discharged within five 
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years during the early epoch. During 1944- 
49 the percentage was doubled, a conse- 
quence of the new methods of therapy. The 
introduction of the shock therapies also 
brought about higher rates of discharge. 
Thus 57% of the early cohort of manic- 
depressive first admissions were discharged 
within five years, compared with 75% of the 
current cohorts. A similar increase occurred 





in connection with dementia praecox, the 
percentages of discharge within five years 
being 30 for the early cohort and 60 for 
the current cohorts. 

Table IV shows the condition of the pa- 
tients who were discharged within two years 
after hospitalization. This period was se- 
lected because almost 90% of the discharges 
among the first four cohorts occurred within 
this period. Of all the males 12.4% were 
recovered. This varied from minima of 
0.6% for the seniles and 2.9% for the arter- 
iosclerotics to a maximum of 44.1% for the 
manic-depressives and 40.4% for the alco- 
holics. The involutional group had a rel- 
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atively high percentage of recovery, 31.3. 
Those showing any degree of improvement, 
including recovery, totaled 31.2%. These 
percentages varied from a minimum of 4.1 
for the senile group and 12.5 for the arterio- 
sclerotics to a maximum of 75.0 for the 
manic-depressive group, 57.3 for the involu- 
tional and 56.9 for the alcoholic groups. 
It may also be noted that 11.9% of the first 
admissions with dementia praecox were dis- 
charged as recovered and that 46.8% 
showed some degree of improvement includ- 
ing recovery. 

In the case of the females 14.6% were dis- 
charged as recovered. This varied from 


in percent, within two years after admission, 
classified according to mental disorders and condition at discharge 
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0.6% for the seniles and 3.7% for the arteri- 
osclerotics to 48.4% for the manic-depres- 
sives and 39.3% for the alcoholics. Based 
upon all degrees of improvement the per- 
centages averaged 34.3 for all female first 
admissions and varied from a minimum of 
4.1 for the seniles and 14.2 for the arterio- 
sclerotics to a maximum of 74.8 for the 
manic-depressives and 59.4 for the alco- 
holics. 

As with discharges in general, percentages 
of recovery and of other degrees of improve- 
ment among all first admissions during 
1944-48 did not differ significantly from 
those during 1909-10. Again this must be 
attributed to the influence of the growing 
proportions of first admissions with psy- 
choses associated with advanced age. The 
percentages of recovery for the early and 
current cohorts of first admissions with psy- 
choses with cerebral arteriosclerosis were 
2.1 and 3.3 respectively. Among the seniles 
they were 0.7 and 0.6% respectively. If 
one considers all degrees of improvement, 
including recovery, the results are similar. 
This leads to the inference that first admis- 
sions with psychoses associated with ad- 
vanced age now constitute a poorer physical 
selection and therefore have a lesser chance 
of recovery or of improvement. 

Other groups have reacted more favor- 
ably, however. There were no- recoveries 
among general paretics included in the co- 
hort of 1909-10, compared with 5.6% of the 
current cohorts. All degrees of improve- 
ment in this group increased from 8.8% to 
25.3%. Among manic-depressives the per- 
centage discharged as recovered increased 
from 33.9 to 47.2, and all degrees of im- 
provement increased from 46.2 to 74.8%. 
Dementia praecox is of special importance 
because it includes so large a percentage of 
the total admissions. Percentages of re- 
covery in this group were 1.6 and 14.5 for 
the early and current cohorts respectively. 
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For all degrees of improvement the cor- 
responding percentages were 13.9 and 47.5 
respectively. 


MORTALITY 


Table V summarizes mortality among the 
cohorts, by percent, during specified periods 
of hospitalization. Mortality was heaviest 
during the first year of hospitalization. An 
average of 27.4% of the male cohorts died 
during this year. Two-thirds of the deaths 
within the first year occurred during the 
first three months. Mortality decreased 
rapidly after this period and tended towards 
stabilization after the second year. Mortal- 
ity was highest in the senile group, of whom 
42.4% died within three months after ad- 
mission. By the end of the first year 62.4% 
of the seniles had died. Mortality was also 
high among first admissions with psychoses 
with cerebral arteriosclerosis. A third died 
within three months and a half died by the 
end of the first year. Mortality was rela- 
tively high among general paretics, of whom 
a fifth died during the first three months 
and a third died during the first year. On 
the other hand, the percentage of those dy- 
ing was low for the dementia praecox pa- 
tients and relatively low for the manic- 
depressive and alcoholic groups. 

Of the total female cohorts 15.4% died 
within the first three months of hospitaliza- 
tion. The percentage grew to 24.4 by the 
end of the first year. Mortality was highest 
in the senile group, of whom a third died 
within three months and 54% died within 
a year. Mortality was almost as high in 
the arteriosclerotic group, of whom 49% 
died during the first year. A fourth of the 
female general paretics died during the first 
year, less than the corresponding percent- 
age for males. Mortality was lowest among 
the group with dementia praecox. 

Of the male cohorts, an average of 39% 





died within five years (see Table VI). The 
cohort with senile psychoses was far above 
this with 83.6%. Psychoses with cerebral 
arteriosclerosis followed with 72.1%. 
Slightly less than half of the male general 
paretics died within this period. On the 
other hand, the total mortality among male 
first admissions with dementia praecox 
averaged only 5.3%. Of the manic-depres- 
sive group 9.7% died within five years. The 
percentage for the alcoholic group was 11.1. 


TABLE V 


Cohort Studies 


MALZBERG 


Of the female cohorts 36% died within 
five years. The total percentage of mortal- 
ity varied from a maximum of 79.6 in the 
senile group and 70 in the arteriosclerotic 
group to a minimum of 5.2 for dementia 
praecox. Total mortality was 6.2% for 
manic-depressives and 9.7% for the alco- 
holic group. Of the female general paretics 
38.9% died, compared with 47.2% of the 
males. 

To complete the picture with respect to 
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mortality it is necessary to consider the rates 
per 1,000 annual exposures. These are 
given in Table VII. In every case mortality 
was highest during the first three months of 
hospitalization. The total male cohorts had 
a rate of 786.1 during the first three months. 
The rate decreased steadily during the re- 
mainder of the first year and averaged 296.2 
for that period. The rate dropped after 
the first year and reached a minimum of 
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88.6 during the fifth year. The rates were 
highest in the senile group. The entire 
group would have died during the first 
year had the rate during the first three 
months been maintained. The rate dropped, 
however, and averaged 631.7 for the first 
year. It decreased during subsequent years 
but was stabilized after the second year. 
Rates were also high for the arteriosclerotic 
group. The rate averaged 529.6 during the 
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Rate of mortality * among first admissions 
to New York civil state hospitals during specified periods after admission, 


classified according to mental disorders 
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* Per 1,000 annual exposures. 
+ On an annual basis. 


first year but was stabilized at approxi- 
mately 200 in subsequent years. Mortality 
was also high in the group with general 
paresis. ‘The rate was 792.6 during the 
first three months, averaged 351.8 for the 
first year and declined to 67.4 during the 
fifth year. The lowest rates occurred in 
the group with dementia praecox. The rate 
was only 53.8 during the first three months 


and averaged 25.5 for the first year. The 
rates were lower in subsequent years, with 
no apparent trend. Mortality was also rela- 
tively low among the cohorts with manic- 
depressive and alcoholic psychoses. 

The general trends of mortality were 
similar for females, although at a lower 
level. The female cohorts had a rate of 
652.8 during the first three months and 
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averaged 257.9 for the first year. The rates 
dropped rapidly during subsequent periods, 
with a minimum of 74.0 during the fifth 
year. As with males, the female cohort 
with senile psychoses died during the first 
three months at a rate which, if continued, 
would have eliminated the entire group in 
less than a year. However, the rate aver- 
aged 550.6 for the first year and declined 
to a minimum of 190 during the fifth year. 


The female cohort with psychoses with cere- 
bral arteriosclerosis showed a similar trend, 
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although at a lower level than the senile 
group. The cohort with general paresis 
began with a rate of 637.4 during the first 
three months, averaged 266.9 during the 
first year and fluctuated irregularly at a 
lower level during the remaining years. ‘The 
cohorts with dementia praecox had the low- 
est rates of mortality, the rate of 26.8 dur- 
ing the first year contrasting strongly with 
the average of 257.9 for all female first 
admissions. The rates were also relatively 
low for the female cohort with manic-depres- 
sive psychoses. 
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in New York civil state hospitals at end of specified periods after admission, 
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The over-all rate of mortality for the cur- 
rent cohorts of 1944-48 exceeded that for 
the cohort of 1909-10. Thus 37.5% of the 
former died within five years, compared 
with 32.6% of the early cohort. As with 
rates of discharge, this resulted from the 
high rates of mortality among first admis- 
sions with psychoses with cerebral arterio- 
sclerosis and senile psychoses. In fact, the 
current cohorts with the latter groups of 
psychoses showed higher death rates than 
those of 1909-10. Thus among the early 
arteriosclerotic group 69.1% died within 
five years, compared with 71.1% of the cur- 
rent group. The corresponding percent- 
ages for the senile cohorts were 76.1 and 
81.6 respectively. However, other groups 


of mental disorders have shown improve- 
ment with respect to mortality. The most 
remarkable change was with respect to gen- 
eral paresis. Although the mortality is still 
high it has nevertheless been reduced from 


70.4% of the early cohort to 43.1% of the 
current cohort. Improvement was also 
shown by the current cohorts with manic- 
depressive psychoses, the mortality having 
been reduced from 11.3% to 8.0%. The 
cohorts with dementia praecox showed a 
reduction in mortality from 8.9% to 5.3%. 


The number of male patients remaining 
continuously on the books at the end of five 
years was reduced to 16.4% of the original 
total. Primarily because of the heavy mor- 
tality this was reduced to 6.2% of the cohort 
with senile psychoses and to 10.4% of the 
cohort with psychoses with cerebral arterio- 
sclerosis. The percentage was even lower 
for the manic-depressive cohorts (5.7%), a 
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consequence of the rapid rate of discharge 
among this group. The highest percentage 
remaining on the books occurred in connec- 
tion with dementia praecox. This was 
owing to the fact that rates of discharge 
and of mortality were both low in this 
group. 

The general picture was the same for the 
female cohorts. Of the total cohorts 19.4% 
were still on the books at the end of five 
years. This varied from a minimum of 
3.9% for the manic-depressive cohorts to a 
maximum of 34.9% for dementia praecox. 
Because of the heavy mortality the final 
percentages were also low for the senile and 
arteriosclerotic cohorts. 

Comparisons may be made with the co- 
horts of 1909-10. The latter, however, in- 
cludes patients who were readmitted. On 
this basis there was little difference between 
the two sets of cohorts. The percentages re- 
maining at the end of five years were 25.8 
for the early cohort and 22.4 for the current 
cohorts. This was primarily owing to the 
influence of the arteriosclerotic groups. Be- 
cause of increased mortality the percentages 
for the senile cohorts were reduced from 
12.5 to 9.8. General paresis shows a re- 
markable change. Because of the great de- 
crease with respect to mortality the percent- 
age remaining at the end of five years was 
increased from 12 to 22.7. On the other 
hand, largely because of increased discharge 
rates the final percentages with manic-de- 
pressive psychoses were reduced from 15.6 
to 12.8. In the case of dementia praecox 
the final percentages were reduced from 54 
to 43.5. 
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THE CRIMINAL, THE JUDGE 
AND THE PUBLIC: 
A PSYCHOLOGICAL ANALYSIS 


By Franz Alexander, M.D., and Hugo Staub 


Glencoe, Ill., Free Press, 1956. 239 pp. 


This book was originally published in Ger- 
man in 1929 and translated into English 
in 1931, the translation being made by 
Dr. Gregory Zilboorg. This book, written 
by a practicing attorney and by a psycho- 
analyst, was a pioneering effort, bringing 
to the attention of the general public a de- 
scription of the neurotic criminal with a 
severe and rigid conscience, which produced 
in him an unconscious sense of guilt. 

In the revised edition Dr. Alexander, 
one of the authors, has added four chapters 
to the original text. These include an 
expert opinion given to a German court 
about the case of a 19-year-old double mur- 
derer; an expert opinion given on the case 
of a delinquent waiter under the title of 
“A Possessed Automobilist”; a chapter on 
“Psychic Determinism and Responsibility,” 
and a chapter on “Psychiatric Contribution 
to Crime Prevention.” ‘Three of these four 
chapters have been published elsewhere. 

In the preface to the revised edition Dr. 
Alexander emphasizes the difference in 
attitude of the American and the German 
medical and legal professions toward the 
criminal. In the United States considerable 
stress is put on the so-called “normal,” non- 
neurotic criminals; this group of criminals 
has been largely neglected in the German 
literature, where the interest was primarily 
psychological. The American offenders 
appear to have more sociological than 
psychological causative factors and their 
anti-social acts are explained on the theory 
that they belong to a special community 
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which has its own moral code which dif- 
fers from that of the rest of society. These 
people are primarily considered as prod- 
ucts of a special social environment, and 
their criminal behavior is not necessarily 
the outcome of unconscious neurotic trends 
reaching back into early childhood. 

In this book, both in its original and in 
its revised edition, stress is laid on the psy- 
chological factors. Dr. Alexander writes: 
“The motivational studies in this book, 
however, apply also to this category of 
offenders [non-neurotic criminals], because 
both conscious and unconscious motiva- 
tions operate in all human beings. It is 
only a difference in degree in which un- 
conscious motivations contribute to normal 
and neurotic behavior.” 

The clinical material in the original 
version as well as in the revised edition 
makes fascinating reading and points out 
clearly the unconscious motivations for 
crime and the need that criminals have 
to suffer punishment. 

In the chapter on crime prevention Dr. 
Alexander stresses that in the field of 
criminology there must be an integration 
of the biological, psychological and socio- 
logical knowledge if there is to be a scien- 
tific basis for crime prevention. He em- 
phasizes that the public and those who 
deal professionally with criminals must be 
freed from emotional reactions towards the 
criminals which interfere with intelligent, 
scientifically founded penal procedures. 

Dr. Alexander writes: “We must clearly 
make up our minds what penal principle 
we want to accept, and then we must treat 
the criminals accordingly from the time 
they are detected and arrested by the police 
until they are released from the prison. On 
the basis of psychiatric diagnosis, we will 
have to classify the prisoners into two large 





groups: those who seem to us unimprovable 
and resistant to any psychotherapeutic ap- 
proach, and a more promising improvable 
group. Towards the latter, we have to as- 
sume‘not a retaliatory but a purely thera- 
peutic attitude. The unimprovable group 
must remain segregated from the rest of 
the society so long as they appear potential 
dangers. 

“Psychiatry, however, will have no chance 
to contribute anything of real consequence 
to crime prevention as long as we have not 
freed our fundamental attitude toward the 
problem of criminality from those more 
primitive emotional reactions which have 
pervaded our whole penal system in the 
past.” 

The reviewer of this book heartily en- 
dorses these sentiments. In conclusion he 
is gratified that this book is being repub- 
lished with additional clinical material; 
he hopes that it will have a very wide audi- 
ence not only within the psychiatric and 
the legal profession but also among intel- 
ligent lay groups. Lay as well as profes- 
sional persons can profit greatly from read- 
ing this very beautifully written, scientific 
contribution to the field of criminology.— 
FRANK J. Curran, M.D., Children’s Service 
Center of Charlottesville and Albemarle 
County, Va. 


MOBILIZING COMMUNITY 
RESOURCES FOR YOUTH 


By Paul H. Bowman, Robert F. DeHaan, 
John K. Kough and Gordon P. Liddle 


Chicago, University of Chicago Press, 1956. 138 pp. 


The preface of this monograph states: 
“This is the third in a series of reports on 
the work of the community youth develop- 
ment program sponsored by the Commit- 
tee on Human Development of the Uni- 
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versity of Chicago.” The study was begun 
in 1951 and will continue for ten years. 
The basic query in this study is stated on 
page 3: “What can communities do to help 
prevent, or to solve, the personal and social 
problems of their children? How can ex- 
isting research knowledge and clinically de- 
veloped techniques be made available to 
local communities in a usable form? Can 
a youth development program be devised 
the operation of which will rely mainly on 
residents in the community and require a 
minimum of expenditure of funds?” ; 

To find answers the University of 
Chicago sent four or more staff members 
trained variously in psychology, sociology, 
education and social work to live and work 
in a community of 40,000. A Quincy 
Youth Development Commission was 
formed from citizens in the community, 
and the trained workers might be called 
the “executive staff” of the commission. 

There are many aspects of the study. 
One experiment is the selection and obser- 
vation of groups of school children in the 
fourth grade who are either gifted, with- 
drawn or aggressive. Control groups were 
also carefully selected. Special services 
(remedial, therapeutic or enriched pro- 
grams) were then provided for the experi- 
mental groups by the staff, or by others 
trained by the staff. The groups will be 
observed for a long period. The methods 
of selecting the sample of school children 
is described and the tests used in the proc- 
ess are printed in the appendix. This 
accounts for about half of the text of the 
monograph. 

The remainder of the text describes how 
the staff group worked with teachers and 
community agencies and with volunteers to 
try to meet the needs of the children 
selected. Also the influence of the staff in 
the community has stimulated mental 
health activities in general. A Mental 
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Health Center has been started as well as 
a Mental Health Association. How this 
was accomplished is described and much 
careful analysis of the effective methods for 
community action is presented . 

The project is worthwhile and the integ- 
rity of the data and of the workers appears 
unquestionable. The evaluation of the 
changes in the community after ten years 
as a result of these efforts should be en- 
lightening, and may serve as a model for 
other communities who become concerned 
for the welfare of youth.—C. DouGLas 
DaruinG, M.D., Cornell University Student 
Medical Clinic. 


PROBLEMS OF ADOLESCENTS 


By H. Edelston 
New York, Philosophical Library, 1956. 174 pp. 


This book is primarily a report on the 
author’s experience in giving education in 
sexual matters to youth groups in England. 
In addition, while describing his method 
of procedure he presents his own philos- 
ophy of sexual control and expression. 

The educational method used was to 
give a more or less formal lecture on sexual 
matters at the first meeting of the youth 
group and then to ask for written questions. 
The questions were answered during sub- 
sequent sessions. There was some free dis- 
cussion during the periods when questions 
were answered. 

About half the book is taken up with 
the presentation of a philosophy of sex 
arrived at by the author after years of 
psychiatric practice and youth group in- 
struction. He appears to favor more dognfa 
rather than less along religious and moral 
lines. 

I think one could rightfully assume that 
Dr. Edelston was eminently successful in 
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his personal youth group experiences. As 
anyone knows who has attempted similar 
projects it is almost impossible for the 
printed page to capture the personal equa- 
tion of the lecture or the discussion. What 
may appear slightly pedantic in this book 
would probably make quite a different im- 
pression “on the firing line” of the group. 

For adults who are looking for help in 
how to run discussion groups on the topic 
of sex education for youth, this book will 
be helpful. Many questions raised by the 
groups are presented in the book and some 
of these are directly answered. Many 
youths today know most of the facts about 
sex, but the opportunity to gain construc- 
tive sexual attitudes from well-adjusted 
adults is rare. Such attitudes are gained 
from personal contact, rarely from the 
printed page. 

This book would be more _ properly 
named were it called Sexual Problems of 
Adolescents. Adolescent problems other 
than sexual are hardly mentioned.—C. 
Douctas Daruinc, M.D., Cornell Univer- 
sity Student Medical Clinic. 


HYPNOTHERAPY 
WITH CHILDREN 


By Gordon Ambrose 
New York, John DeGraff, 1956. 135 pp. 


This is a small book. It is well written, 
readable and relatively free of psychiatric 
jargon. Directed primarily toward stu- 
dents and practitioners of Great Britain's 
National Health Service, it stresses the im- 
portance of emotional problems in practice 
and attempts to help the practitioner to 
feel more adequate in handling these prob- 
lems by supplying him with a specific 
method. 

The author repeatedly emphasizes the 





value of hypnosis as though he were called 
upon to defend it. He cites the Subcom- 
mittee on Psychological Medicine Group of 
the British Medical Association: “Clinical 
use of hypnosis should be taught to all 
medical postgraduates training as special- 
ists in psychological medicine.” Hypnosis 
is a highly technical branch of medical psy- 
chology; one might question the wisdom of 
its wholesale application by the uniniti- 
ated. The author offers this method as 
an alternative to psychoanalytical methods, 
psychotherapy or play therapy “for super- 
ficial neuroses,” but also includes such con- 
ditions as asthma, epilepsy and delinquency. 

The first of three parts contains an his- 
torical account of hypnosis, its trials and 
tribulations. Interestingly, Freud is said 
to have abandoned hypnosis because he 
was gentle and unable to use a forceful 
tone of voice; thus he was incapable of 
hypnotizing some of his patients. Later, 


however, he predicted that its use would 


be reinstituted for superficial cases. The 
author gives in detail the method that he 
employs in hypnosis and describes its stages, 
stressing the rapidity with which it can be 
accomplished—seldom over a few minutes 
for the experienced person. This, he con- 
tinues, “opens a channel up in the (child’s) 
mind for the doctor’s suggestion.” The doc- 
tor is pictured as an authoritarian figure 
who tells the patient what to do. He 
allays tension, fear and worry by positive 
suggestion. This is the “establishment of 
rapport,” which is used to reeducate the 
attitudes of the patients and their parents 
as well. Throughout the rest of the book, 
the author touches rather sketchily on the 
factors behind the tension and anxiety but 
stresses the importance of removing the ten- 
sion first by hypnosis, almost as though this 
preceded the problem. (The) “main point 
is that the worried, anxious and tense child 
can seemingly be made happier by one 
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interview.” This can surely be accom- 
plished by skillful people without the use 
of hypnosis. 

Part Two deals with a segment of the 
psychopathology of childhood according to 
the following scheme: Depression, frustra- 
tion and conflict lead to tension which, if 
untreated, results in chronic tension. “Ten- 
sion is often the kernel of the child’s 
difficulties.” With tension as a common 
denominator, emotional illness is further 
classified into tension conduct (anxiety, de- 
linquency), tension spasm (enuresis, asthma, 
epilepsy, stammering) and tension action 
(tics and habits, nail-biting). 

Claims of considerable success in dealing 
by hypnosis with such problems as epilepsy, 
asthma and long-term stammering would 
seem extravagant and warrant consider- 
ably more confirmation than is offered. 
Most doctors who treat epileptics would 
hardly be willing to discontinue medica- 
tion altogether for a trial of any kind of 
psychotherapy. In instances of tics and 
habits, the author employs hypnosis with 
the parents to relieve them of their own 
anxiety about the child. It would be a 
boon, indeed, if parental anxiety could be 
magically whisked away in a brief period 
but one is entitled to wonder whether any 
Coué or type of cooing (with or without 
hypnosis) can be relied upon to achieve 
this goal. 

In Part Three there is a brief recapitula- 
tion of the preceding sections. The author 
summarizes what he considers the advan- 
tages of hypnotherapy over other therapies. 
Finally he lists a series of common-sense 
“do’s and don’ts” of mental health as basic 
rules for parents (love, security, understand- 
ing, limitation, etc.) and admonishes the 
doctor to “study the patient in relation to 
the illness.” Since this book is addressed 
to students and young practitioners, this 
is probably the best and most practical 
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part of the book, which closes with a quo- 
tation from R. R. Bomford in defining 
health: “A person’s health depends first on 
the constitution he is born with, and then 
on the success he has in constantly ad- 
justing either himself to his environment 
or his environment to himself so that a 
reasonable degree of harmony is main- 
tained both within himself and between 
himself and the social and material world 
in which he lives.”—LEONARD LEssER, M.D., 
Johns Hopkins Hospital. 


cr 


COUNSELING AND PSYCHOTHERAPY 
WITH THE MENTALLY RETARDED 


Chalmers L. Stacey and 
Manfred F. DeMartino, eds. 


Glencoe, Ill., Free Press, 1957. 478 pp. 


As this book points out in any number of 
places, concern among professionals over 


the therapeutic amelioration of the con- 
flicts, adverse attitudes and general emo- 
tional problems of the mentally retarded is 
of recent origin. Now is assembled for the 
first time, as far as this reviewer knows, a 
collection of papers on counseling and psy- 
chotherapy with the mentally retarded. Its 
scope is broad, encompassing psychoanaly- 
tic, directive, non-directive, play, sociodra- 
matic, group, speech, occupational and 
even “industrial” therapy and an almost 
equal range of types of counseling, culmi- 
nating in an important chapter on counsel- 
ing with parents. The final chapter by 
DeMartino, one of the editors, offers ob- 
servations (derived from obvious pertinent 
personal experience) on the use of this 
variety of techniques, and attempts to 
relate them to basic personality theory. 
The book, except for introductory state- 
ments and the final chapter, contains 
abridgements of previously published pa- 
pers. Some further space might have been 
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saved by deleting references in many arti- 
cles to the setting in which the therapy or 
counseling was attempted. It was usually 
unnecessary to have a description of the 
clinic or institution to comprehend the 
process reported. The articles, the editors 
acknowledge, “are not all of the same 
quality.” The reviewer agrees! Certain 
high-quality sections are worthy of whatever 
commendation specific designation in this 
review affords. Such recognition should be 
accorded to Sarason, Pearson, Ackerman 
and Menninger, Cotzin, Fisher and Wolf- 
son, Kanner and Reingold. 

Descriptions of treatment of retardates 
with IQ’s ranging from 50 to 105 are in- 
cluded. However, the obvious question 
about some of these cases categorized as 
“retarded” is probably no different from 
that any serious professional has about any 
diagnostic formulation or classification 
scheme presently used in connection with 
this class of persons. 

The serious questions come in other 
areas. The very emphasis on the therapeu- 
tic processes tends to diminish the impor- 
tance of relationships between the retarded 
and non-therapists. Attendants, teachers, 
parents, etc., providing sympathetic under- 
standing and an opportunity for emotional 
growth, do effectively alleviate some emo- 
tional problems. The role of the therapist 
as consultant to the non-therapist, the roll- 
ing back of the therapeutic frontiers, are 
rarely stressed. In view of the obvious 
shortage of counselors and psychotherapists 
such stress is required. Finally, few authors 
raise serious questions about the therapeu- 
tic process. While the book intends to 
point out that the retarded can be helped 
by a therapeutic relationship, it might 
have been hoped that the authors would 
have been less accepting and expressed 
some need for research in the area of 
therapy itself. 





The editors state they intended to in- 
clude primary articles “useful to counsel- 
ors, therapists, psychologists, psychiatrists, 
general medical practitioners, teachers, 
social workers, pediatricians, institutional 
workers, parents of the mentally retarded 
and lay persons who may be interested 
in the treatment of mental retardates”; 
the book will be useful in accordance 
with their ability to take from its pages. 
A greater usefulness, however, is the foster- 
ing of the process of returning to the re- 
tarded full status as individuals with per- 
sonalities. Also, this text may stimulate 
investigation into the emotional problems 
of the retarded and the very nature of the 
therapeutic process itself—Maurice G. 
Kort, Ph.D., New Jersey State Department 
of Institutions and Agencies. 


PSYCHIATRIC EDUCATION 
AND PROGRESS 


By John C. Whitehorn, M.D. 


Springfield, Ill., Charles C Thomas, 1957. 48 pp. 
Dr. John C. Whitehorn in the Salmon Lec- 
tures of the New York Academy of Medi- 
cine, November 30, 1955, presented in his 
address, “Psychiatric Education and Prog- 
ress,” a very comprehensive and stimulating 
discussion of the many different aspects of 
education and the progress of this educa- 
tion in psychiatry in particular. 

This whole field presents a broad scope 
and, of necessity, the writer has had to 
delve so deeply into the multitudinous roles 
of educators that at times the wood appears 
to be lost in the trees. However, with 
skillful dexterity he has been able to un- 
fold a continuing process of the progress 
over many decades, each of which has added 
scientific enlightenment, finally terminat- 
ing in the writer’s own wishful concepts of 
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a totally integrated view of psychiatric edu- 
cation as we have it today. 

This concept has emphasized the liberal 
approach to education (rather than the 
authoritarian) in which the author suggests 
that a multitudinous approach combined 
with dissent against doctrinaire biases, 
which are phobic defenses in areas of igno- 
rance, can be the only path to future prog- 
ress. He does not exclude the use of avail- 
able concepts as the framework of an 
authoritarian foundation but rather em- 
phasizes that authoritarian attitudes in the 
teacher should be replaced by liberal atti- 
tudes which give the student the feeling 
that he is “welcomed into a working group 
of senior staff,” where he is permissively 
and stimulatively guided into experiences 
which become his greatest teacher. In this 
manner the emphasis is shifted from train- 
ing, which may become automatic, to edu- 
cation, which is experiential and indelibly 
impressed by emotional experience. 

In this connection, the use of the library, 
which contains an account of the historical 
developments of the presently available 
concepts, is brought into a more important 
role in the process of education, whereby a 
broader approach to the questions of re- 
search will be developed in the students of 
the future nurtured in this type of educa- 
tional program. Dr. Whitehorn develops 
this thought from the fact that the micro- 
scope had become the arbiter of scientific 
validity, causing the field of believable 
pathology to become walled off, thereby 
excluding chaos but also excluding psycho- 
dynamics. Freud and his workers in turn 
became builders and defenders of doc- 
trinaire dikes, emphasizing meaningful per- 
sonal processes organized into mental 
mechanisms which set up a basis of under- 
standing of human behavior. Thus general 
medicine and psychiatry became divorced 
from each other and lived in autonomy. 
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The present trend in education, how- 
ever, is to cultivate a balanced approach 
and to break through these walls of auton- 
omy so that the concept of integration can 
be brought into the spotlight, integration 
between research and service so that the 
scientific method can continue to question 
one’s working assumptions, which will ef- 
fectually break down the doctrinaire biases 
and supply education with further ma- 
terial which can be passed on to the prac- 
titioner in service. This concept the writer 
emphasizes in the question of residency 
training programs, which introduces fur- 
ther complications in terms of vocabulary, 
semantics and communication. This 


thought is elaborated in the idea that 
specialization is not totally concerned with 
the preparation and training for service 
functions, but that the process of education 
should be linked up with a concentration 
of investigative effort in special fields and 


that communication through the agency of 
publications and the liberal use of the 
library, as an educative experience, would 
be more creative and promote greater 
progress. 

Dr. Whitehorn’s lectures should be very 
stimulating to those interested in the field 
of education. This book is worthy of at- 
tention by all those interested and _ par- 
ticipating in the training of all physicians, 
but with special reference to those in 
psychiatry—Joun B. K. Situ, M.D., 
Trenton. . 


PSYCHOLOGY, PSYCHIATRY 
AND THE PUBLIC INTEREST 
By Maurice H. Krout, ed. 


Minneapolis, Minn., University of Minnesota Press, 
1956. 217 pp. 


This book, which contains the statements 
of 16 psychologists and one psychiatrist, at- 
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tempts to bring to public attention some of 
the problems that need to be resolved in the 
relationships between these two professions. 
As can be seen from the predominance of 
psychologists contributing, the book is 
largely devoted to the statements of experi- 
enced psychologists. Dr. Paul Huston, the 
one psychiatrist contributing, offers two 
statements. They are more than his own. 
They are, as he states, “nearly the consensus 
of feeling in American psychiatry today.” 
Here he refers specifically to the “independ- 
ent practice of psychotherapy by psycholo- 
gists.” This is the central issue of contro- 
versy between the two important disciplines. 

Whether this book will help to clear the 
air on this issue or only serve to bring into 
the open this controversial question remains 
to be seen. The positions of each group are 
clearly stated. The public, to whom the 
book is addressed, already confused about 
the differences between a psychiatrist and 
a psychologist, may be even more uncertain 
after reading these statements from individ- 
ual psychologists, several of whom are ac- 
tively engaged in the independent practice 
of psychotherapy. 

Running through most of the statements 
is a positive note and that is the fact that 
the two professions, with a different back- 
ground of training, have a great deal to 
contribute to each other. As they work 
together in hospitals and clinics, the service 
they build is stronger because of their inte- 
grated efforts. Confusion gets into the pic- 
ture when the valuable differences are 
erased as each discipline competes for its 
place in the therapeutic function which, by 
tradition and legal sanction, belongs to the 
medically trained psychiatrists. 

There is one important point of agree- 
ment—all who undertake psychotherapeutic 
responsibility must have special and care- 
fully supervised training. 

The book would have been better bal- 





anced if more psychiatrists had been asked 
to contribute. Sixteeen to one is not a good 
balance, particularly in view of the title.— 
FREDERICK H. ALLEN, M.D., Philadelphia 


NONPARAMETRIC STATISTICS 
FOR THE BEHAVIORAL SCIENCES 


By Sidney Siegel 
New York, McGraw-Hill Book Co., 1956. 312 pp. 


In the past the behavioral scientist has had 
relatively little choice in the type of sta- 
tistics he has been able to employ. He was 
forced to use parametric statistics, 1.¢., he 
has had to assume that his data emanate 
from a population which gives rise to a 
normal distribution (this can be roughly 
described as a bell-shaped curve where the 
middlemost scores occur most frequently in 
the population and the extreme scores, both 
high and low, occur less frequently). Since 
investigators have found distributions which 
were obviously non-normal, a need arose 
for a type of statistics in which the normal- 
ity assumption did not have to be made. 
Nonparametric statistics, or distribution- 
free statistics as they are otherwise known, 
are essentially of this nature. Now the 
time has finally come in the development of 
nonparametric statistics when the single 
chapter devoted to this subject matter no 
longer suffices to describe all of its tech- 
niques. Siegel’s book makes available in 
one place many of the nonparametric statis- 
tical tests and the tables of significance levels 
necessary for them. 

With the advent of this book no be- 
havioral scientist should any longer feel 
compelled to assume an equal interval scale 
or a normal distribution when all evidence 
available contradicts these assumptions, 
since such assumptions are not necessary for 
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the proper use of nonparametrics; he should 
not hesitate to apply a statistical test because 
his data are in the form of a nominal scale 
(diagnostic classifications, for example), 
since many of the nonparametric tests of 
significance were made for exactly such 
cases; finally, he should not shirk the task 
of applying statistical tests for want of time 
or computing machines, since the availabil- 
ity of tables and the ease of computation 
of the nonparametric tests make them less 
time-consuming than the classic statistical 
methods. 

The content of the book is quite’ exten- 
sive in terms of the types of problems for 
which tests of significance are made avail- 
able. Siegel very commendably takes time 
out from telling his readers what to do with 
numbers to teach them to recognize the 
kind of numbers they are dealing with. A 
part of the book deals with the differences 
between nominally ordinal, equal interval 
and equal ratio scales and these distinctions, 
once made, are later utilized to make the 
reader aware of which statistical tests can be 
used for what scales. Siegel’s book makes 
available the analogues of most classical 
parametric significance tests. Just to give 
an example, the ¢ test for the difference 
between two independent samples is 
matched by the following nonparametric 
techniques: the X? test, Fisher’s exact prob- 
ability test, the median test, the Mann- 
Whitney U test, the Kolmogorov-Smirnov 
test, the Wald-Wolfowitz runs test and Pit- 
man’s randomization test. Furthermore, 
the Moses nonparametric test of extreme 
reactions deals with aspects not even de- 
tected by the ¢ test, which is sensitive to 
shifts in location or in dispersion rather 
than to extreme scores. 

This great number of nonparametric tests 
available for estimating significance of dif- 
ference makes it possible almost to tailor a 
test to the experiment or analysis being 
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undertaken by an investigator. Each test in 
the book is described in terms of its func- 
tion and rationale, computational methods 
with examples, summary of procedure, 
power of the test and some references. The 
test is compared to all of its parametric and 
nonparametric equivalents and advice is 


given about when to use each one. 

In addition, Siegel’s book contains a 
storehouse of 21 tables which are difficult 
to come by within the confines of any other 
single book. 

Some room for improvement is left in this 
book, however. The author gives no prac- 
tice problems for the student. These would 
certainly be helpful. The explanation for 
the computation of the rank order correla- 
tion coefficient tan is inadequate because no 
instructions are given for what procedure to 
follow when both variables contain tied 
ranks. While a great deal of emphasis is 
given to significance levels, no effort is made 
to explain procedures for computing con- 
fidence intervals, which are important for 
providing the experimenter with estimates 
of population measures of central tendency, 
differences between populations, etc.  Fi- 
nally, mention must be made of the omis- 
sion of Olmstead and Tukey’s corner test 
of association, a very simple correlation 
technique which combines the advantage of 
seeing a relationship graphically with the 
precision of a significance test. 

In conclusion, this reviewer commends 
this book as a very much needed reference 
book as well as a good textbook for the 
omnipresent non-mathematically trained 
student. For the mathematically trained 
behavioral scientist a book like Fraser’s 
might serve to clarify the basis of the tests 
discussed in a practical way by Siegel.— 
Dr. Kurt SALZINGER, New York State De- 
partment of Mental Hygiene 
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A FOLLOW-UP STUDY 
OF WAR NEUROSES 


By Norman Q. Brill, M.D., 
and Gilbert W. Beebe 


Washington, D. C., Veterans Administration, 1955. 


393 pp. 


This book represents a tremendous research 
based on clinical and statistical techniques, 
to advance our knowledge of war-time neu- 
roses. Approximately 1,000 Army and Navy 
enlisted men who were admitted to military 
hospitals during 1944 with a diagnosis of 
psychoneurosis constitute the samples 
studied. 

The study concerns itself with (1) the 
characteristics of the sample, (2) how they 
differed from the general military popula- 
tion before and during service, (3) the cir- 
cumstances associated with their break- 
down, (4) the course of their illness, (5) the 
quality of any further duty performed, (6) 
what happened to them after they left serv- 
ice, and (7) how they were five years later. 

The book itself is not what one would 
call good reading for it is essentially a series 
of 271 statistical tables interlarded with 
verbal descriptions of what the tables show. 
Brief summarizations are included here and 
there and for those who are not doing re- 
lated research probably represent the most 
informative part. The statistical data is 
undoubtedly of considerable value for other 
researchers, and its precise presentation indi- 
cates the great care that went into its 
accumulation. 


Data gathered from the sample support 
the following interesting points: 


1. Psychiatric screening at induction is of 
little or no value. It may do more harm 
than good—by eliminating men who could 





serve successfully—if it attempts to elimi- 
nate any but the obviously unfit, such as 
psychotics. 


2. The widely held opinions that military 
service will usually aggravate a civilian neu- 
rosis and that the civilian neurotic can be 
of no value to the military establishment 
are largely untrue, yet many medical men 
and even psychiatrists continue to hold 
these beliefs. 


3. About 60% of this sample were medi- 
cally discharged for psychiatric illness. 
Those who were given a chance for another 
duty assignment did reasonably well. 


4. At least half of the cases discharged 
could very likely have been of further use 
in the services if proper assignments had 
been found for them. 


5. A man who is discharged on psychiatric 
grounds appears to be twice as apt to be 
sick on follow-up as an identical man who 
was returned to duty and eventually dis- 
charged at the convenience of the govern- 
ment. 


6. At the time of separation from the serv- 
ice two-thirds of the men realized their 
illness was emotional in origin. 


7. Following separation from service only 
36% of the men sought any kind of medical 
treatment for the manifestations of their 
emotional disorder. Only 15% sought or 
received psychiatric treatment. 


8. On follow-up five years after service 40% 
of the men were drawing VA compensation 
for psychiatric disability, with the median 
award 20%, which was equivalent to $33 
per month in 1954. 


9. In the psychiatrists’ opinion at follow- 
up, about 20% of those receiving compensa- 
tion were deleteriously affected by it. 
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10. As seen five years later the net effect of 
breakdown in the service was not so great as 
might be expected. There is relatively 
little change in those who were previously 
normal or overtly neurotic, and a moderate 
worsening in those with personality dis- 
orders, neurotic traits and suggestive neu- 
roses—ALAN CHALLMAN, M.D., Minneap- 
olis 


RETARDED CHILDREN CAN 
BE HELPED 


By Maya Pines 
Photographs by Cornell Capa 


Great Neck, N. Y., Channel Press, 1957. 159 pp. 


The ten chapters of this book give the 
reader a broad understanding of what is 
being done and what might be done for 
retarded children. Based largely on the ac- 
tivities of the Association for the Help of 
Retarded Children (the New York state di- 
vision of the National Association for Re- 
tarded Children), the work is devoted to 
the remarkable achievements of organized 
groups of parents of retarded children in 
developing needed services. 

The story form is used throughout to de- 
scribe the growth of parent organizations, 
the modern clinic, the need for public edu- 
cation for both “educable” and “trainable” 
children, social guidance and the vast possi- 
bilities of proper vocational training and 
placement. 

Many practical suggestions are made for 
enlisting cooperation, securing funds, or- 
ganizing and extending services. The re- 
markable work of parents in Nassau County, 
N. Y., is used as a striking example of what 
could be accomplished elsewhere. 
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The last three chapters describe institu- 
tions, the daily life, the changes made to 
reform a poor institution and what a pro- 
gressive institution—the Southbury Train- 
ing School—is accomplishing. 

Although the book does not attempt to 
cover the whole field of retardation, much 
general information helpful to parents is 
skillfully worked into the text. Handsome 
photographs illustrate the material and add 
greatly to the value of the volume. 

The book could not fail to give hope 
and courage to parents of retarded children. 
It also conveys a strong appeal to join other 
parents in the successful movement to pro- 
vide more opportunities for the retarded in 
the home community.—KATHARINE Ecos, 
New York City 


LOVE AND MARRIAGE 


By F. Alexander Magoun 
New York, Harper & Brothers, 1956. 475 pp. 


After numerous reprintings since its origi- 
nal publication in 1948 Love And Marriage 
has now been revised. Dr. Magoun has 
expanded and reinterpreted his book in the 
areas of the nature and meaning of love, 
emotional maturity, and divorce, as well as 
given the reader the benefit of the informa- 
tion he has gleaned from young people as 
he has lectured, counseled and taught 
throughout the United States. In addition 
to this, he has incorporated into his revised 
book the feeling and thinking of his late 
son, Richard, who collaborated with him in 
his earlier edition. 

The emphasis in this new edition, as in 
the earlier volume, is on “the importance 
of knowing what one really feels and the 
effect of childhood training on this knowl- 
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edge.” In his expanded opening chapter, 
“The Nature of Love,” Dr. Magoun has 
underscored and highlighted with profound 
insight and clarity the concepts that “the 
more warmth and sincerity of affection a 
person has for himself, ‘the more he can 
bestow on others”; that “any self-sacrifice 
which damages the personality or harms the 
genuine togetherness of people is not vir- 
tue”; and that “togetherness involves the 
sharing and respect for two separate indi- 
viduals each fulfilling potentialities of his 
own personality.” For students an addi- 
tional and very useful feature of this first 
chapter is the comparison drawn between 
“romance” and “love” in terms of feelings, 
action and thought. 

A new chapter on emotional maturity be- 
came imperative, Dr. Magoun says, because 
of his “experience and increased realization 
of the solid relationships between emo- 
tional maturity and love.” This chapter 
deals with some of the manifestations of 
maturity, definitions, sources, and growth 
through childhood. The “easy road to ma- 
turity is to be brought up by parents who 
are mature.” The latter part of the chapter 
is somewhat different from other treatments 
of the subject in that it suggests some prac- 
tical steps in dealing with emotional im- 
maturity in courtship and marriage. 

In the chapter on the pre-marital sex 
problem there is little change from the 
earlier edition, although there are added 
statistical studies on sources of sex informa- 
tion for adolescents, additional comments 
on the Kinsey data, and some illuminating 
case material amplifying the discussions. 

The chapter on divorce has been brought 
up to date and reflects the newer attitude 
on the feelings about divorce and the chang- 
ing approach toward the legal treatment of 
divorce cases. The attitude expressed may 
be summed up by the following quotes: 





“What right have we to expect all marriages 
to succeed when no other human relation- 
ship is perfect?” If there is “no loving 
relationship there is no marriage worthy of 
name;” and “There should be some digni- 
fied respectable way of terminating it.” He 
points out that whereas the theory of no 
“mutual consent” as grounds for divorce 
remains, “in actual practice our courts are 
coming closer and closer to the old Roman 
idea of divorce by mutual consent. The 
so-called defendant merely puts up no de- 
fense.” He cites the concern of the Toledo 
and Cincinnati courts over “whether the 
marriage can be saved” and the 1951 Ohio 
law “requiring professional investigation of 
the family situation wherever children un- 
der 14 are involved.” 

One of the new, interesting and useful 
features of the edition is the appendix, 
which includes 427 questions that have 
been asked the author during his teaching 
experiences. These questions are tabulated 
under subject headings. For those who 
teach and counsel young people in any set- 
ting these questions will be familiar and 
will remind us of the needs and interests 
of those we serve. The first five questions 
in order of frequency are: 


1. Can an interfaith marriage be happy? 


2. How do you know when you are in love? 


3. How far should an engaged couple go in 
sexual behavior? 


4. How can I learn to be emotionally ma- 
ture? 


5. Questions on birth control. 


It would have been helpful if Dr. Magoun 
had expanded the topic of interfaith mar- 
riage since it was the number one question 
reported as reflecting student need and in- 
terest. Some readers may be disappointed 


Book Reviews 


because of the limited amount of current 
research reported; however, upon closer ex- 
amination it is clearly evident that the book 
is communicating the experiences of the 
practitioner and that research findings are 
interpreted through the eyes of the author. 

Those who have used Dr. Magoun’s 
earlier editions of Love and Marriage will 
welcome this new edition, which includes 
fresh insights and a re-emphasis on the im- 
portance of personal growth and the inter- 
dependence of family members. It is an 
excellent book for those preparing for mar- 
riage, for the newly married and for stu- 
dents of family life, teachers, ministers, 
counselors and all who are interested in 
strengthening personal and family life.— 
Mrs. Dorotuy T. Dyer, University of Min- 
nesota College of Science, Literature and 
the Arts 


FINAL CONTRIBUTIONS 

TO THE PROBLEMS AND METHODS 
OF PSYCHOANALYSIS: 

SANDOR FERENCZI, M.D. 


By Michael Balint, M.D., ed. 
New York, Basic Books, 1955. 447 pp. 


This volume completes the publication in 
book form, in English, of all Ferenczi’s im- 
portant papers. There remains unpub- 
lished his correspondence with Freud and 
the scientific diary that he kept during the 
last year of his life. 

The editor notes that the volume con- 
tains (a) papers written after Further Con- 
tributions to the Theory and Technique of 
Psychoanalysis, (b) posthumous papers, 
notes and fragments, and (c) papers which 
were omitted from Further Contributions. 
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There is a comprehensive bibliography 
which “enumerates in chronological order 
all Ferenczi’s papers published in English, 
giving in each case the volume and page 
numbers where the paper may be found” 
and including references for the obituaries 
and appreciations of Ferenczi. The index 
also covers all books and papers by Ferenczi 
published in English. There is an intro- 
duction by Dr. Clara Thompson. 

This volume is remarkable and delight- 
ful in that it gives the reader a series of 
papers written from 1908 to 1933 in which 
can be seen the stages in the development 
of the writer’s thinking and the variety of 
topics in which he was interested. 

It would be an injustice to try in a brief 
review to discuss the content of the many 
longer papers and shorter notes. They are 
all Ferenczi. They reveal the “novelty and 
boldness” of his intuitive insights and the 
unfailing human kindness and respect for 
persons which we associate with him and 
with his writings. Many of his ideas are 
now quite familiar to us as they have been 
developed and extended by recent workers. 
It is impressive how many of these ideas 
were novel and bold when he offered them. 

All those who know Ferenczi’s work and 
writing will want to have and read these 
Final Contributions, regretting only that 
they are final and that he did not live to 
pursue further his researches. 

All psychoanalysts should know Ferenczi, 
and indeed all psychiatrists will find his 
writing instructive and provocative of in- 
terest in the working of the human mind. 

This reviewer cannot refrain from men- 
tioning one paper in this volume. It is 
“Confusion of Tongues between Adults and 
the Child.” Written and published in 
1932-33, it is a brilliant forerunner of the 
current papers by several authors upon the 
childhood traumatic experiences of schizo- 
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phrenic patients. Ferenczi does not refer 
particularly to schizophrenics but he does 
describe vividly the situations which in ex- 
treme forms result in this disorder. And 
he offers interesting ideas about treatment, 
ideas not even yet fully understood but still; 
challenging. 

Dr. Michael Balint deserves great credit 
for his editorial achievement and for the 
adequate translations presented.—LEwis B. 
Hitt, M.D., Towson, Md. 


PROBLEMS OF FAMILY LIFE 
AND HOW TO MEET THEM 


By Maxwell S. Stewart, ed. 


New York, Harper & Brothers, 1956. 227 pp. 
Regular readers of the popular Public Af- 
fairs pamphlets will recognize much of the 
material presented in this book as having 
been published previously in pamphlet 
form. 

Ten important issues related to the every- 
day problems of family living are briefly but 
competently dealt with in this volume. In- 
terfaith marriages, marriage adjustments, 
in-laws, broken homes and working wives 
and mothers are frankly discussed in a read- 
able and helpful fashion. 

The chapters dealing with handicapped 
and retarded children, the role of grand- 
parents, aging and retirement are particu- 
larly sympathetic and constructive. 

As a human relations guide for adult 
family members this should be a useful 
handbook for problem solving. Teen-age 
members of the household also will find 
sound guidance in this uncomplicated and 
honest volume.—Mrs. ELIZABETH S. FORCE, 
Toms River, N. J. 





APPROACHES TO THE STUDY 
OF HUMAN PERSONALITY 


AN EVALUATION OF THE 

NEWER PSYCHOPHARMACOLOGIC 
AGENTS AND THEIR ROLE IN 
CURRENT PSYCHIATRIC PRACTICE 


APPLICATION OF 
BASIC SCIENCE TECHNIQUES 
TO PSYCHIATRIC RESEARCH 


Psychiatric Research Reports 2, 4 and 6 


Washington, American Psychiatric Association, 1955, 
1956. 2, 176 pp. 4, 129 pp. 6, 211 pp. 


The three volumes to be covered in this 
review have little in common except the 
social structure that brought them into be- 
ing. It is difficult therefore to present a 
succinct review of them. In view of this 
I will first comment on each of them. I 
will then make some general remarks sum- 
ming up my over-all impressions. 

Report No. 2 is devoted to a study of the 
human personality. It is divided into seven 
symposia, which range in orientation from 
psychoanalysis to cybernetics and include 
in their sweep biochemistry, semantics, 
communications theory and other ap- 
proaches. A common theme is followed, at 
best, only within each of the seven divisions. 
The over-all effect is that of a collection of 
papers in a scientific journal. Thus a gen- 
eral evaluation of the volume is impossible; 
comments must be restricted to individual 
contributions. 

The volume begins with a section entitled 
“Psychoanalytic Approach” containing a 
brief paper by Erich Fromm on free associa- 
tion and papers by Fuente-Muniz and Mil- 
lan. The two latter contributions have 
little to do with psychoanalysis. Fromm’s 
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contribution, a vague and general discourse 
on free association interspersed with occa- 
sional critical comments on “psychoanaly- 
sis,” is disappointing. Sample: “I, myself, am 
not an orthodox psychoanalyst” (p. 3). He 
hastens to add that he is critical of some 
practices in “non-orthodox analysis” too. 
We are also told that “we all are crazy, we 
all are neurotic, we all are children, and 
the difference between us is only of degree” 
(p- 5). 

The biochemical approach is presented 
in a 2-page summary. This is a synopsis 
of the work of Roger J. Williams, which has 
been presented in detail elsewhere. 

Two papers by Bateson and Haley follow. 
These are distinguished by their excellence. 
Both deal with the subject of play and 
fantasy from the viewpoint of communica- 
tions theory and symbolic logic. The work 
reported has interesting applications to all 
communicational situations and _particu- 
larly to the process of psychotherapy. In a 
recent publication (Behavioral Science, Oc- 
tober 1956) Bateson and Haley (with Jack- 
son and Weakland) have applied their ob- 
servations and ideas to the problem of 
schizophrenia. This work is stimulating 
and important. 

Anatol Rapoport contributed two papers, 
one entitled “The Role of Symbols in Hu- 
man Behavior,” the other “Technological 
Models of the Nervous System.” Both are 
lucid, if somewhat elementary, expositions. 
The latter essay was published earlier in 
ETC. A Review of General Semantics (Vol. 
11, No. 4, 1954.) 

Finally, the volume includes papers con- 
cerned with experimental psychological 
studies, a “holistic” essay by N. S. Kline 
entitled “Toward a Theory of Man,” and 
a rambling but stimulating essay by the 
anthropologist Hsu. Each of the seven 
symposia is followed by a discussion which 
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in the opinion of this reviewer adds more 
to the length than to the value of the 
volume. 

Report No. 4 is devoted to the study and 
evaluation of tranquilizers. This volume 
is divided into four sections. The first sym- 
posium deals with physiological and pharm- 
acological studies, the second with clinical 
evaluations, the third with clinical compli- 
cations of the drugs and the fourth with the 
role of drug therapies in current and future 
psychiatric practice. A large mass of data 
is presented. This will be of more interest 
to those who tend to view psychiatric syn- 
dromes as reflections of diseases of the brain 
than to those who place greater emphasis 
on psychological (social, symbolic, etc.) con- 
siderations. As to the possible value of this 
work, I can do no better than to quote the 
words of one of the discussants. David 


Rioch stated: “These psychopharmacologic 
experiments may or may not contribute to 


a better understanding of psychiatric prob- 
lems—a question which is still unclear. 
They do provide, however, many data of 
considerable importance to our understand- 
ing of the functions of the body” (p. 32). 
From a scientific point of view, the high- 
point of this volume is a brief essay by 
Masserman and Pechtel on an experimental 
investigation of factors influencing drug ac- 
tion. This is a valuable piece of work, even 
though the authors’ main conclusion—to be 
quoted presently—would be more interest- 
ing as a premise upon which one might base 
inferences than as a conclusion. It is that 
“it is impossible to state the effects of any 
drug on any organism without considering 
the latter’s genetic characteristics, past ex- 
periences, biologic status, and perceptions 
about, motivations toward and evaluations 
of its current physical and social milieu” 
(p. 110). This statement borders on a 
truism, but the fact that the authors found 
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it worth making suggests that it is an apt 
commentary on the neglect of such consider- 
ations in many current investigations on 
“*psychopharmacology.” 

Report No. 6 presents a variety of papers 
organized around the theme of the applica- 
tion of basic science techniques to psychi- 
atric research. Contributions range from 
neurophysiology, through tranquilizers and 
psychoanalysis, to philosophy. While sev- 
eral of the papers are of a high caliber, few 
present observations or ideas not previously 
reported elsewhere. In this volume, in con- 
trast to the other two, the discussions are, 
by and large, more interesting—at least in 
this reviewer’s opinion—than are the papers 
themselves. Among the latter, Kaplan’s 
philosophical comments on the problems 
and methods of psychiatry is particularly 
rewarding. 

I would like to conclude with a few 
general remarks concerning this series of 
publications. Each volume represents the 
proceedings of one of the regional research 
conferences of the American Psychiatric As- 
sociation. Although each conference is or- 
ganized around a special topic, the con- 
tributions range widely both as to content 
and value. Indeed, by and large there is so 
little continuity from paper to paper that 
each volume is best viewed as a separate 
issue of a psychiatric journal. Another 
serious criticism of the series is that many 
of the papers do not report on new work 
or new ideas. Usually this means that the 
work has been previously reported else- 
where, either in toto or in large part. Since 
there is general agreement that there is 
already a prohibitively large quantity of 
published material with which the serious 
student of psychiatry must acquaint him- 
self, such duplication is clearly undesirable. 
—Tuomas §S. Szasz, M.D., State University 
of New York College of Medicine 





Editorial 





The National Congress of Parents and 
Teachers, through the leadership it has 
given to its constituent PTAs, has exerted 
a tremendous positive influence on the 
health of the school child in the United 
States. Through its summer round-up it 
has assured the school that it can begin its 
work with a healthier child. The uncer- 
tain care of the child in his preschool years 
has, to the degree that parents cooperate, 
been compensated for by these round-ups. 

It took some time to embody in the 
round-up the concern for the whole child, 
including not only his physical condition 
but his healthy behavior as a person—that 
is, his mental health. This delay was by 
no means a lack of interest or intent on the 
part of the National Congress. It was 
much more the inability of experts to come 
up with evaluating techniques that were 
within the time and financial limits of 
the round-up. It was a problem to discover 
the crucial things about the child without 
entering into costly and time-consuming in- 
dividual psychological study. The National 
Association for Mental Health has given 
continuous support to this effort over the 
years. 

But the concept of the whole child is 
more than is gained from a total cross- 
section just before entering school. The 
whole child includes not only a considera- 
tion of one day but of all the days since 
his birth. It includes also his home and 
all of its impacts. Only by a continuous 
appraisal beginning before birth, but even 
more by a continuous effort to reduce his 
limitations and increase his assets, can he 
really enter school in the best condition. 
In fact, only in that way can he begin a 
lifetime responsibility of continuous but 
reasonable concern for his own well-being 
and that of his family. This is a new look 
for the National Congress. 


At a recent meeting the National Con- 

gress of Parents and Teachers took formal 
action on this new approach in two ways: 
I. It adopted a policy supporting and 
encouraging a program of continuous 
health supervision of children from birth 
through their school experience, rather 
than only a program of single appraisal 
on school entrance. 
II. It decided to recommend to its local 
units a promotional and educational pro- 
gram that will tend to bring children and 
their parents into effective contact with the 
health resources of the community. When- 
ever possible, said the Congress, these 
should be the physician and dentist who 
normally serve that child or family, whether 
they work in private practice or in a com- 
munity health service. 

This is the logical outcome of the round- 
up. It is the kind of approach in which a 
mental health effort can find itself. A 
watchful eye can pick up out of a child’s 
behavior that which may be a warning of 
mental ill-health. We can afford to keep 
an eye on these potential warnings to see 
whether they are danger signals or merely 
a part of the discrepancies of growth which 
the child’s inherent restorative capacities 
may balance. Only a continuous obser- 
vation can reveal the differences between 
this and something that demands more 
aggressive treatment. It can be based upon 
watchful waiting, made wholesome by faith 
in human potential and resort to treat- 
ment when treatment is needed. 

The mental health organizations are 
behind this trend. The local mental health 
associations throughout the country have 
worked with PTAs in helping them plan 
programs and in helping themselves to 
reach a broader and interested public. 
They will be challenged to cooperate even 
further under the new objectives. 
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Notes and Comments 





CARE OF THE MENTALLY ILL 
IN GREAT BRITAIN 


During the past several years we had heard 
glowing reports of changes being made in 
methods for the care of the mentally ill in 
some areas in Great Britain. 

One is tempted to try to determine how 
these changes began. The question is asked: 
“Why Britain?” It perhaps may be that 
the soil was fertile in Britain as a result of 
social and economic changes. It may be 
that inspired leadership was available. It 
is more probable, however, that a combina- 
tion of forces has set the wheels in motion. 
One factor which cannot be denied is na- 
tionalization of health services. From my 
own observation, I feel that this was a 
contributing factor which has helped to 
integrate all medical facilities making avail- 
able to psychiatry free use of facilities not 
previously available. I do not intend that 
this should mean an endorsement of na- 
tionalization of health services, as I am sure 
that there are defects in this system which 
may outweigh the present advantages, par- 
ticularly in fields other than psychiatry. A 
progressive program of this sort certainly is 
more easily attained in a society the mem- 
bers of which come from a uniform culture 
and have attained a high degree of sophis- 
tication and civilization. The fact that 
conditions were right in Britain does not, 
in any way, indicate that a major part of 
this program cannot be adopted in other 
societies. It may take longer in other places 





Dr. Francis J. O’Neill, of the Central Islip State 
Hospital in New York, was one of six state hospital 
directors who recently made a 4-week tour of 
British mental institutions. His observations, pre- 
sented April 5, 1957 at the annual meeting of the 
New York State Society for Mental Health, are 
reprinted from the June 1957 issue of the Mental 
Hygiene News (New York). 
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but I firmly believe that a pattern has been 
set which will result in profound changes 
in mental health attitudes in the United 
States as well as in other countries. 

Let us first deal with the progress that 
has been made in liberalizing and normaliz- 
ing the care of the patient in the mental 
hospital. It is my observation that con- 
siderable progress has been made in this 
area in Britain. The pioneering work of 
Rees and Bell in opening up the mental 
hospital is gaining wide acceptance. We 
have heard much in recent years in the lay 
and psychiatric press of the “open hospital.” 
Before visiting two of the open hospitals in 
England, I was somewhat skeptical of the 
totality of this program, feeling that even 
under the best circumstances there were 
certain wards in every mental hospital that 
would need to be secured for the welfare 
of the patients as well as the public. After 
spending several days at Warlingham Park 
Mental Hospital and at Mapperly in Not- 
tingham, I am convinced that it is possible 
to operate some mental hospitals as com- 
pletely open institutions. I am still not 
convinced that every mental hospital in 
every state can run a completely open pro- 
gram. It seems evident, however, that we 
should be able to extend this program very 
greatly in this country. The fact that the 
British mental hospitals are small, usually 
averaging around 1,000 beds, makes open- 
ing of the hospital somewhat easier. It is 
not to be understood that opening a mental 
hospital can be accomplished in a brief 
period of time. Much education of the 
personnel, patients and general public is 
necessary, and steps must be taken gradu- 
ally. Rees has spent many years developing 
this program at Warlingham. The “open 
hospital” cannot exist as an entity alone. 
It is rather a symptom of a vastly improved 





community mental health program. To 
unlock the doors alone would bring little 
progress. It must be incorporated into 
other progressive steps aimed at integrating 
the mental hospital with the community. 
From my observations and conversation 
with the British leaders, I am now con- 
vinced that opening the mental hospital 
ward has a definite therapeutic value. It 
has been their experience that the conduct 
of the agitated and disturbed mental pa- 
tient shows great improvement as the result 
of opening up of the ward. It must also 
be recognized that opening the hospital 
alone is not the answer. An intensive treat- 
ment and activity program must accom- 
pany the gesture of unlocking. 

In the “open hospitals” in Britain, activ- 
ity and therapy is the keynote. Habit train- 
ing of regressed patients must be instituted. 
Whenever a ward is opened, physical, social 
or therapeutic activity must be provided. 


The open door does not provide unlimited 
license for the patient to do whatever he 


wishes. He still must be subject to rules, 
and supervision cannot be discarded. One 
by-product of the “open hospital” is that 
of permitting a concentration of ward per- 
sonnel during the daylight hours. Many 
nurses, formerly on duty at night, can be 
reassigned to more productive hours as it 
is possible to use a skeleton staff for super- 
vision at night. The opening of the hospital 
pays many dividends in the form of im- 
proved conduct on the part of the patient, 
increased release rates, improvement in the 
morale of the staff, employees and patients 
as well as the removal of an air of “Bedlam- 
ism” from any part of the hospital. 

We were greatly impressed by attempts 
being made to normalize the existence of 
the daily life and the surroundings of the 
patient in the hospital. Wards are small, 
tastefully decorated with a profusion of 
cheerful colors throughout. The floors are 
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covered by rugs. Wallpaper is used through- 
out. Window guards are absent. Nowhere 
in Britain did I see a ward with a wooden 
bench or unupholstered chairs. The ward 
furnishings resembled those used in British 
homes and do not have an _ institution 
stamp upon them. An attempt is also being 
made in some areas to get away from insti- 
tutional type of clothing for patients. Pur- 
chases are often made locally and the pa- 
tient is able to pick out his own clothing 
from a good selection of well-cut and 
tailored garments. This alone greatly im- 
proves the morale of the patient as he does 
not stand out from other citizens when he 
is away from the hospital. 

There are some hospitals in Britain 
where the patient government has become 
quite prominent. We did not have an op- 
portunity to study this aspect of the situa- 
tion but I would like to point out that in 
those hospitals where the environment of 
the patient has undergone radical improve- 
ment, participation in the management of 
the ward is an accepted procedure. I regret 
that time does not permit me to go into 
further detail concerning the steps being 
taken in England to normalize the environ- 
ment of the mental hospital. One more 
example, however, will serve as an illustra- 
tion. In several hospitals, Darby and Joan 
clubs have been organized. These seem to 
resemble the British pub without the saloon 
atmosphere. They are usually quartered 
in a central area in the hospital and pro- 
vide a club open to patients during certain 
day and evening hours. Here the patients 
mingle freely with a minimum of supervi- 
sion, provide their own entertainment, and 
run their own affairs. The obvious advan- 
tage of such socializing programs need not 
be stressed. This is but one of the many 
steps being taken to make the mental hos- 
pital as much like a normal British com- 
munity as possible. 
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Let us now deal with progress being 
made in integrating mental hospitals into 
the community mental health program. 
This has been a fond wish in American 
psychiatry for a long time. Definite steps 
have been taken in this direction in our 
own state as well as in other areas of the 
country. One only has to note the develop- 
ment of the community mental health pro- 
gram, the day hospital program and other 
pioneering steps in our own state. In 
Britain, circumstances seem to be highly 
favorable to the development of a com- 
munity-oriented mental health program. I 
am going to use the Warlingham Park pro- 
gram as an example which I believe is not 
completely typical of all such programs in 
Britain but is one of the first and, I believe, 
one of the most successful of such programs. 

This hospital provides a total mental 
health program for the Croydon area, a 


county borough outside the city of London 
in Surrey. The hospital with approximately 
1,000 beds services an area with a quarter 
of a million population. It provides all of 


the services to this area. Approximately 
800 patients are admitted each year and 90 
per cent of them are voluntary patients. 
The duration of stay in the hospital is 
measured in weeks rather than months. The 
psychiatric staff of the hospital is responsi- 
ble for staffing the other mental health 
facilities in the Croydon area. These other 
facilities are important in providing care 
for the mentally ill and in decreasing the 
number of patients admitted to the mental 
hospital. There is a close relationship be- 
tween the hospital and the office of the 
medical officer of health, who is the public 
health officer of the district. This coopera- 
tion makes it possible to provide care in the 
community for many patients who other- 
wise would be sent to the mental hospital. 

If a patient is suspected of being mentally 
ill in Croydon, a member of the hospital 
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staff visits the patient in his home with his 
own physician. If it is felt that the patient 
needs psychiatric care, the last thing con- 
sidered is admission to the mental hospital. 
A program, tailor-made for the patient, can 
usually be provided by the use of day hos- 
pital facilities, outpatient clinic visits, wel- 
fare home assignment, treatment in the 
psychiatric unit of the general hospital, or 
home care. In most cases, it is found that 
the emotionally disturbed patient can be 
successfully treated in one of these other 
facilities. The close integration of health 
services in Britain makes it possible to pro- 
vide these other health facilities. In Croy- 
don, the mental hospital is not remote from 
the area served and its medical staff is well 
acquainted with the problems of individual 
patients whether they be in or out of the 
hospital. If it is decided that a patient 
needs care in the mental hospital, treat- 
ment is instituted rapidly and return to 
the community is expedited by the whole- 
some atmosphere of the hospital. When 
the patient leaves the hospital, he may take 
advantage of any of the health facilities 
present in the community during his con- 
valescence. Vocational counseling and re- 
training is made available as a part of the 
local health program. This type of pro- 
gram is operating in other areas of Britain 
with equal success. There are still some 
places, however, where a community pro- 
gram has not been developed but the trend 
seems to be in that direction. 

There is a growing tendency in Britain 
to care for the elderly mental patient out- 
side of the mental hospital. When one 
visits hospitals such as Warlingham Park 
and Mapperly, very few senile patients are 
seen. This is accomplished as a result of 
the integration of health services and by 
the variety of facilities available outside of 
the hospital. Day hospitals, welfare homes, 
occupational centers play an important 





part. The day hospitals provide care for 
the senile patient during the daytime when 
the family may be working and permits 
him to live in his normal environment at 
night. The British have found that this 
works quite well as the family gets several 
hours of relief during the day and do not 
object to sharing part of the burden of the 
care of the elderly patient. 

The number of patients in mental hos- 
pitals in Britain is decreasing and over- 
crowding has been largely eliminated as a 
result of this enlightened program. It is 
impossible to say whether or not the per 
capita cost of care has been decreased. It is 
very difficult to draw conclusions from any 
statistics available. The voluntary status 
of the majority of patients in these British 
mental hospitals results from all of the facts 
already discussed and did not come about 
as a magical transformation. 

Before leaving the discussion of the men- 


tal hospital, I would like to say briefly that 
British law is liberal concerning the release 
of mental patients. The next of kin is per- 
mitted by law to discharge the mental pa- 
tient except in those few instances where 
the medical superintendent is willing to 


certify in writing that tl patient is danger- 
ous and unfit to be at large. This has 
placed a certain responsibility on the fam- 
ily, and, in England at least, expedites the 
release of patients. 

One of the most notable features of the 
British system is the quality of ward per- 
sonnel. Their mental hospital wards are 
manned exclusively by _professionally- 
trained people with the title of “mental 
nurse.” The mental nurse is a product of the 
educational system of the mental hospital. 
Her educational background is quite sim- 
ilar to the nurse trained in the schools of 
nursing of the New York State Department 
of Mental Hygiene with the exception that 
all of the training is done in the hospital, 
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and an emphasis is placed upon on-the-job 
training more than on didactic classroom 
work. It is my impression that these pro- 
fessionally trained mental nurses are well 
qualified to care for the mentally ill and 
contribute greatly to the therapeutic atmos- 
phere of the British mental hospital. As a 
general rule, the mental nurse finds his or 
her life’s work in the mental hospital with 
the result that there is very little turnover 
of ward personnel. 

I feel that in those areas visited by us, 
tremendous progress is being made in the 
care of the mentally ill. Many of these steps 
have already been contemplated or insti- 
tuted in our own state. I would not want 
to conjecture as to how far we will be able 
to go in the future development of a com- 


. munity-oriented mental health program, 


but I, for one, am ready to support with 
enthusiasm those changes which the depart- 
ment considers adaptable to our own 
system.—FRancis J. O'NEILL, M.D. 


CARE AND TREATMENT 


About 40 patients occupy 15 beds every 24 
hours on an ingenious shift schedule insti- 
tuted by Montreal General Hospital’s psy- 
chiatric unit. These day and night patients 
receive various therapies, including electro- 
shock and insulin, and participate in the 
standard activities of the modern mental 
hospital. 


The number of practicing U. S. psychiatrists 
jumped 57%—from 5,534 to 8,713—be- 
tween 1950 and 1956, the National Associa- 
tion for Mental Health and the American 
Psychiatric Association reported May 28. 
Even with the increase there was only one 
psychiatrist for every 19,200 citizens. 
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The nation’s largest municipality has more 
of everything—including mental health 
problems. They are inevitable when growth 
in population far outstrips growth in social 
services, says Dr. Paul V. Lemkau. 

He has returned to the faculty of Johns 
Hopkins University after a 2-year term as 
director of New York City’s Community 
Mental Health Board. His successor is Dr. 
Maurice H. Greenhill, formerly chairman 
of the department of psychiatry at the Uni- 
versity of Miami School of Medicine. 

Dr. Lemkau said the CMHB is making 
“the first full-blown attempt to relate serv- 
ices for psychiatric patients to the social 
setting in which they live.” It is respon- 
sible for improving and expanding com- 
munity mental health resources, particularly 
mental hygiene clinics, psychiatric wards of 
general hospitals, rehabilitation services for 
patients recovering from mental illness, 
consultation services for schools, ‘courts, 
health departments and social agencies, and 
educational services for parents and for pro- 
fessional health and welfare workers. 

He reported the board had worked out 
new procedures making possible speedier 
and more humane commitment of mental 
patients to state hospitals from local insti- 
tutions, bringing patients more quickly to 
treatment centers, reducing crowding in 
psychiatric wards, and freeing hospital beds 
for mental patients requiring only short- 
term treatment. 

His successor will have some tough prob- 
lems to solve, Dr. Lemkau said. They in- 
clude public education, establishment of 


psychiatric services for courts, and care for 


the “problem family.” 


TRAINING 


How psychiatric nursing is taught—and 
how it ought to be taught—in undergrad- 
uate programs in collegiate schools of nurs- 
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ing is the subject of a study launched by the 
National League for Nursing. Leaders in 
the project, first of its kind, emphasize that 
radical changes in methods of patient care, 
medical education and psychiatric aide 
training have spurred this effort to review 
basic nurse training. 

Initiated with a grant of $12,420 from 
the National Institute of Mental Health, 
the 214-year project will cost close to $100,- 
000. Projected are five regional conferences 
and a summary national conference of ex- 
perts in psychiatric nursing education. 
Their findings will be published in a report 
now scheduled for 1959. 

Miss Anna Fillmore, NLN general direc- 
tor, noted that new methods of care—such 
as day care and follow-up care at home, use 
of new drugs and new emphasis on the pre- 
vention of mental illness—have prompted 
a reexamination of nursing education. 
Scientific and medical advances in which 
psychiatry’s role is steadily increasing also 
are to be taken into account in reviewing 
nursing curricula. In addition, as more 
psychiatric aides, who represent the over- 
whelming majority of those giving nursing 
care to the mentally ill, are trained in the 
basic concepts of psychiatric care, nurses 
must be trained more intensively if they are 
to be effective nursing team leaders, Miss 
Fillmore pointed out. 

The study will also stress the mental 
health aspects of nursing care for nonpsy- 
chiatric patients. The nurse who is prop- 
erly trained to recognize the psychological 
difficulties of the patient whose ailment is 
basically physical can be of important aid 
during illness, Miss Fillmore emphasized. 

Participating in the study conferences 
will be a wide cross-section of psychiatric 
nurse specialists, social scientists, psychi- 
atric nurse educators and nurse specialists 
in all clinical areas of the undergraduate 
curriculum. 





To meet the growing need for industrial 
psychiatrists in major industrial firms the 
Carnegie Corporation of New York is sub- 
sidizing 2-year Cornell fellowships. Stu- 
dents who qualify will spend one academic 
year in residence at Cornell’s New York 
State School of Industrial and Labor Rela- 
tions, taking courses in industrial human 
relations, personnel problems and preven- 
tive mental health programs. During the 
second year they will intern in selected 
businesses or industrial firms. 

The training, approved as a 1-year resi- 
dency in psychiatry, prepares graduates for 
psychiatric careers both in industries and 
universities. 

The stipend is $5,250 for the first year 
and, with satisfactory performance, $5,750 
for the second year. To be eligible, appli- 
cants must have completed a minimum of 2 
years’ residency in psychiatry. 


The first group of 44 nurses to complete 
their training under the employment- 
education program of the Illinois welfare 
department have entered the mental health 
service and received assignments to 9 state 
mental hospitals and 2 state schools for the 
mentally retarded. 


A recent survey by the Joint Information 
Service sponsored by the National Associa- 
tion for Mental Health and the American 
Psychiatric Association showed that over 
2,050 physicians are now in psychiatric resi- 
dency training—838 in the first year, 739 in 
the second, 492 in the third—in the 275 
training centers throughout the country. 


The American Medical Association and the 
American Board of Psychiatry and Neu- 
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rology have approved Embreeville (Pa.) 
State Hospital for two years of training for 
psychiatric residents. The hospital, one of 
17 operated by the Pennsylvania Depart- 
ment of Welfare, was previously approved 
for one year of training. 


* * 


Three week-long workshops for clergymen 
of all faiths were sponsored last sum- 
mer by the Institute for Mental Health of 
St. John’s University, Collegeville, Minn. 
The theme of each was “Pastoral Care and 
Psychotherapy” and each set out to delin- 
eate what psychiatry, psychology and social 
work can contribute to mental health edu- 
cation for clergymen. 

The Minnesota Association for Mental 
Health, endorsing similar St. John’s work- 
shops last year, pointed out that they im- 
prove a clergyman’s understanding of the 
significance of early personality develop- 
ment in neurotic behavior and increase his 
skill in recognizing symptoms indicating a 
parishioner’s need for psychiatric help. 


PACE is the short name of a new Patient 
Activities Center for Education set up by 
the Pennsylvania Department of Welfare at 
Norristown State Hospital. Its aim is to 
train activity aides employed in the state’s 
mental hospitals. The first class of 20 began 
May 6. Trainees are selected on the basis 
of their present proficiency and their poten- 
tials for further development. Successful 
completion of the training course is a re- 
quirement for promotion. 

The students will be in training 4 months. 
They will then go back to the hospitals for 
6 months on the job, after which they will 
return to the center for 4 more weeks of 
training. 
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The American Psychiatric Association has 
announced the awarding of 14 Smith, Kline 
& French Foundation fellowships in psy- 
chiatry. They range from a grant to the 
Montana State Hospital for the establish- 
ment of a training program for the hospital’s 
psychiatric staff to a number of smaller 
grants that will enable medical students to 
participate in psychiatric programs during 
their summer vacations. 

The grants total $38,454 and represent the 
largest amount given in one year under the 
SKF Foundation’s total grant of $90,000 for 
the three years from 1955 through 1957. 
The foundation is the independent philan- 
thropic arm of Smith, Kline & -French 
Laboratories, Philadelphia pharmaceutical 
manufacturers. The fellowships are ad- 
ministered by a committee named by the 
APA. 


APPOINTMENTS 


The appointment of Dr. Gunnar Dybwad 
as executive director of the National Asso- 
ciation for Retarded Children has been an- 
He was formerly director of the 
Child Study Association of America. 

For eight years Dr. Dybwad was director 


nounced. 


of child welfare for Michigan. He is a 
fellow of the American Association on 
Mental Deficiency and of the American 
Orthopsychiatric Association. 


Mrs. Katherine Brownell Oettinger was 
sworn in May 17 as chief of the Children’s 
Bureau in the U. S. Department of Health, 
Education, and Welfare. She was appointed 
by President Eisenhower March 25 to suc- 
ceed Dr. Martha M. Eliot, who resigned 
January 1. 

Mrs. Oettinger has had extensive training 
and experience in the fields of mental 
health, social welfare and community serv- 
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ice. Since 1954 she has been dean of the 
School of Social Work of Boston University. 
From 1950 to 1954 she served as chief of 
the division of community service in the 
Bureau of Mental Health of the Pennsyl- 
vania Department of Welfare. During that 
time she also helped develop advanced 
studies in community organization at the 
University of Pittsburgh. Before that, she 
was a psychiatric social worker at a chil- 
dren’s center in Scranton, Pa., and for many 
years was consultant to the Visiting Nurse 
Association of Scranton. Earlier in her 
career she was employed in child guidance 
and family welfare work in New York City. 

Mrs. Oettinger is a member of the 
National Association of Social Workers, the 
National Conference of Social Welfare and 
the Council on Social Work Education. 


REHABILITATION 


A novel experiment in return to normal 
living for recovering mental patients is 
underway at Leech Farm Road Veterans 
Administration Hospital, Pittsburgh. Dr. 
Lee G. Sewall, hospital manager, termed 
PDQ—for Patient Discharge Quarters— 
the first plan of its kind tried in the nation 
to condition psychiatric patients for the 
transition from long-term hospitalization to 
life outside the hospital. 

PDQ sets aside a hospital ward for pa- 
tients who have passed the acute stage of 
their illness but need from 2 to 6 months’ 
further hospitalization, Dr. Sewall said. 
The ward is staffed by one hospital official, 
Dr. John F. Muldoon, a counseling psy- 
chologist. He serves as liaison between the 
approximately 30 patients in PDQ and the 
hospital staff. 

Dr. Muldoon said that as a new departure 
in mental rehabilitation PDQ is providing 
a basis for a research study of this kind of 
way-station in a mental hospital. The 





group atmosphere that fosters “in-group” 
feelings has given encouraging results, he 
said. Many of the patients work in town 
and use the ward as a home. Others work 
in the hospital, not with patients but with 
the hospital staff. They care for their own 
rooms, take their medicine without super- 
vision, get their money at the end of the 
week and spend it as they see fit. 

Dr. Muldoon said the patients hold a 
meeting once a week and elect a council of 
five once a month. The recipient of the 
most votes serves as chairman. ‘The ward 
is governed through the councii, which 
deals with regulations, recreation and 
discipline. 

“About the only things patients don’t 
handle are medical problems,” Dr. Mul- 
doon said. “Other than that, they run the 
whole show.” 


The National Institute of Mental Health 
recently made available to all radio stations 
a 414-minute tape recording of a short, in- 
spiring talk by Dr. Robert H. Felix, NIMH 
director, titled ‘““The Healing Community.” 
Dr. Felix tells of a town in Belgium known 
for centuries as a haven of healing for the 
mentally ill—and of what is being done and 
could be done by American communities to 
rehabilitate their own victims of mental 
illness. He relates how an old man, typical 
of the thousands now living out their lives 
in state mental hospitals, came to live hap- 
pily during his last years in a “healing com- 
munity.” Dr. Felix stresses the importance 
of foster home care to such a patient, able 
to leave the mental hospital but with no 
home to return to. 


Calling attention to Mental Health Week 
as an unparalleled opportunity for public 
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education about the plight of the mentally 
ill, the American Legion stressed that 
60,000 veterans are in mental hospitals. 
Some 10,000 can’t return home, said the 
Legion, because friends and families refuse 
to accept them. 


The critics have acclaimed ‘Fear Strikes 
Out,” Paramount Pictures’ true-life story of 
Jimmy Piersall’s triumphal return to big- 
league baseball after a bout with mental 
illness. Anthony Perkins, rising young 
Hollywood actor, portrays Piersall, star 
center-fielder for the Boston Red Sox. 
Widely-read Time magazine praised the 
movie at some length. 


MEETINGS 


U. S. psychiatrists have paid high tribute 
to the National Association for Mental 
Health in a warmly worded open letter 
hailing it as “a bastion of support for the 
profession of psychiatry.” The letter, read 
at the American Psychiatric Association’s 
annual meeting in Chicago in May by Dr. 
Francis J. Braceland, APA president, fol- 
lows: 

“We, the members of the American Psy- 
chiatric Association, take this occasion, our 
113th annual meeting, to pay tribute to the 
National Association for Mental Health. 

“Had your association done none other 
than provide a platform for Dr. George S. 
Stevenson, your medical director for many 
years and now your national and interna- 
tional consultant and the esteemed past 
president of our own association, you 
should have performed yeoman service to 
psychiatry and mental health. Who can 
claim greater status as a founding father of 
the modern mental health movement? 

“Working alone for many years, with 
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small purse and in a climate of opinion 
that would have the mentally ill out of 
sight and out of mind, the National Asso- 
ciation for Mental Health labored long and 
diligently to enlighten the public about the 
nature of mental illness and health. Its 
success has been of prime importance in 
bringing us to the threshold of a promising 
new day in the history of the mentally ill in 
America. 

“The National Association for Mental 
Health pioneered in encouraging the de- 
velopment and establishment of mental 
health clinics for children and adults, of 
which there are now over 1,200 in the 
nation. 

“It played a critical role in rallying the 
support that led to the establishment of the 
National Institute of Mental Health, whose 
program today is a major underpinning of 
psychiatric education, research and com- 
munity services. 

“Your association was among the early 
contributors to the encouragement of psy- 
chiatric education in medical schools, 
virtually all of which today have depart- 
ments of psychiatry. 

“The National Association for Mental 
Health has always sustained the hue and 
cry for psychiatric research and has wisely 
administered funds for research, particu- 
larly into the most challenging of all the 
mental illnesses, schizophrenia. 

“The support of your association has 
helped to make possible the inspection and 
rating of American mental hospitals, 
thereby giving citizens a measure of the 
deficiencies of these institutions and a 
sound professional basis on which to correct 
them. 

“Now your association is entering on a 
new and challenging program in which you 
propose to build a strong network of com- 
munity organizations across the nation and 
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to provide vastly more direct services to the 
mentally ill and their families. 

“Your good works are plainly evident for 
all to see; but the credit lines are too often 
overlooked. We therefore address this 
special praise to the National Association 
for Mental Health for its past accomplish- 
ments and wish it godspeed in executing its 
promising programs. We hail your associa- 
tion as a bastion of support for the profes- 
sion of psychiatry. 

“Will you kindly convey this gesture of 
good will to the officers of the National As- 


sociation for Mental Health, to Dr. Steven- 


son, to Mr. Richard Swigart, the executive 
director, and his staff, and to all those who 
serve it in advisory capacities.” 

The program for the meeting listed 132 
scientific papers on psychoanalysis, psy- 
chiatry and religion, psychotherapy, mental 
hospitals, aging, research, health insurance 
and mental illness, international psychiatry, 
nosology, drugs, medical education, schizo- 
phrenia, psychiatry in Veterans Administra- 
tion hospitals, follow-up and _ prognosis, 
private practice, military psychiatry, ex- 
perimental studies, academic education, 
legal psychiatry, rehabilitation, sociological 
studies, clinical psychiatry, community 
mental health, and psychosomatic illnesses. 
At 30 round-table meetings leaders in the 
various fields discussed current questions. 

Dr. Gregory Zilboorg, New York City, 
gave the academic lecture on the life and 
works of Dr. Eugen Bleuler, and Dr. Stig 
Akerfeldt of the Nobel Institute in Stock- 
holm presented a special Adolph Meyer 
research lecture on his experimental blood 
test for mental illness. 


Psychologists and educators honored the 
memory of one of their most admired col- 
leagues April 13 at Stanford University 





with a conference on the gifted child. It 
was dedicated to the late Lewis M. Terman, 
whose voluminous research and writings in- 
fluenced the world’s education, reading and 
marital happiness. The famed Stanford 
psychologist died last December at the age 
of 79. 

Of the legacy of epochal studies Professor 
Terman bequeathed to the world, his per- 
sonal favorite was the famous 36-year in- 
vestigation of gifted children with IQ’s of 
140 or above. A report on the present 
status of this research was presented at the 
recent conference by Mrs. Melito Oden, an 
associate in the study for more than 30 
years. 

Of those studied in this investigation, 
“close to 90% entered college and about 
70% were graduated,” Mrs. Oden reported. 
“About 40% were graduated with honors 
and approximately two-thirds took post- 
graduate work. But good as these records 
are, the fact remains that although all were 
potentially superior college material, more 
than 10% never entered college and 30% 
did not graduate. In a few cases college at- 
tendance was prevented by the necessity for 
helping to support the family. In many 
more cases the high schools either failed to 
recognize the gifted student’s potentialities 
or failed to give the needed encouragement 
and intellectual stimulation.” 

The study began in 1921 when Professor 
Terman and his assistants canvassed nearly 
250,000 public school students to locate 
1,528 with an IQ of 140 or above, the top 
1% of the school population. Of those 
living, 98% are still cooperating in the 
study. By 1956, 104 had died. The investi- 
gators have lost track of only 30. 

“Now we are able to give a fairly good 
picture of the gifted at mid-life,” Mrs. Oden 
said. ‘“Their average age is close to 45, and 
for the most part they enjoy good health. 
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As to the question of how their intelligence 
holds up, our tests show that 30 years after 
their selection as gifted children the group 
still fell in the top 1 or 2%.” 

In a comparison of the 150 most success- 
ful and 150 least successful men, Mrs. Oden 
said, the greatest contrast was in drive to 
achieve and in all-around mental and social 
adjustment. They differed most widely in 
four traits: persistence in accomplishment 
of erids, integration toward goals, self- 
confidence, and freedom from inferiority 
feelings. 

“When asked to indicate from a list of 
ten factors those which had contributed 
most to their life accomplishment, both men 
and women put ‘adequate education’ in first 
place and ‘mental stability’ second,” Mrs. 
Oden reported. 

Regarding sources of satisfaction, three- 
fourths of the men ranked their work first, 
but less than half the women did so. Mar- 
riage and children were the women’s first 
choice, followed by social contacts, hobbies 
and community service activities. The 
men’s secondary sources of satisfaction were 
marriage and children, recognition of their 
accomplishments, and hobbies—in that 
order. 

As to their opinions of what constitutes 
success in life, men most often recommended 
a happy home, adequate income for com- 
fortable living, and making a contribution 
to society. Women, said Mrs. Oden, give as 
their most frequent definition of success in 
life the making of a contribution to society 
and doing something positive to improve 
the world. Almost as frequent was the 
definition of a happy home, followed by 
realization of goals. 

The fifth volume of the Terman study of 
gifted children has been scheduled for pub- 
lication this year. He also developed the 
Stanford-Binet intelligence test. Translated 
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into more than 20 languages, it became the 
standard against which all other proposed 
intelligence tests are measured. 


Increasing shortages~of skilled psychiatric 
manpower were predicted at the Northeast 
State Governments Conference on Mental 
Health April 25 in Hershey, Pa. 

The whole future of mental health serv- 
ices of all types and the continued protec- 
tion and improvement of the mental health 
of the American people are jeopardized by 
the rapidly increasing gap between the 
number of available mental health person- 
nel and the needs, T. P. Wuichet, executive 
assistant to the director of the Ohio Depart- 
ment of Mental Hygiene and Correction, 
told the conference. 

Dr. Robert A. Matthews, commissioner of 
mental health in the Pennsylvania Depart- 
ment of Welfare, summing up his state’s 


critical need for psychiatrists, psychologists, 


social workers and patients’ activities 
workers, answered the question, “Where do 
they come from?” in this way: 

“Some are now available—if we make 
their work and pay interesting enough to 
get and keep them. 

“We steal some from other states—let’s be 
frank—with the inducements mentioned 
above. 

“We train some—quite a lot—and we 
will be training more. 

‘“‘We educate the community to be a thera- 
peutic unit of society—to create institutions 
and environments conducive to good men- 
tal health. 

“We must be prepared to accept, for a 
while, exorbitant demands on our time and 
services. But we can console ourselves with 
the indisputable fact that mental health, 
throughout the nation, is on the march. 
The people are demanding that their men- 
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tal health needs be met. And slowly but 
surely they are finding the ways and means 
of meeting these needs.” 


* * * 


The First Caribbean Conference on Mental 
Health organized by the Aruba Society for 
Mental Health convened March 14-19 in 
Aruba, Netherlands Antilles. Dr. J. R. Rees, 
director of the World Federation for Men- 
tal Health, served as conference chairman. 
The theme was “Constructive Mental Hy- 
giene in the Caribbean.” 

The conference opened Thursday morn- 
ing, March 14, with an address by His 
Excellency Dr. F. J. van der Valk, acting 
governor of the Netherlands Antilles, who 
served as honorary chairman. The Honor- 
able Dr. L. C. Kwartsz, lieutenant governor 
of the island territory of Aruba, and J. H. 
Beaujon, cultureel centrum Aruba, greeted 
delegates, government officials, civic and 
business leaders and members of the Aruba 
Society for Mental Health in attendance. 
His Excellency, Msgr. J. Holterman, apos- 
tolic vicar of the Netherlands Antilles, also 
briefly addressed the conference. The open- 
ing session concluded with an _ invited 
paper, “The Importance of Mental Health,” 
by Dr. C. van den Berg, director-general of 
international health affairs, The Hague. 

In the afternoon and evening of the first 
day the conference “got down to business” 
with a round-table discussion of mental 
health problems found in each of the geo- 
graphical areas represented. ‘This discus- 
sion anticipated many of the later sessions 
since problems of alcoholism, home, family 
and school life, and the impact of indus- 
trialization on local cultures were reported 
by most delegates. Mr. and Mrs. Irving 
Jacoby brought this session to a close with 
a showing of several Mental Health Film 
Board films. 





The sessions on March 15 were devoted 
to alcoholism as a mental health problem. 
Papers by Mrs. Dorothy M. Johnson and 
Mrs. Marian Kalashian of the Florida 
Alcoholic Rehabilitation Program and a 
report by Miss L. Berkley, social worker in 
the Aruba Department of Social Affairs, on 
the alcohol problem in Aruba touched off 
an extended discussion. There was general 
agreement as to the serious nature of this 
problem among Caribbean island peoples 
although it was recognized that alcoholism 
as such is probably just one of many symp- 
toms of more fundamental social problems 
growing out of major cultural change. Dele- 
gates finished this day by attending an open 
meeting of the Aruba chapter of AA. 

Saturday morning was given over to ex- 
amining home, family and school problems. 
Mrs. E. B. Hansen, acting director of men- 
tal health services for the U. S. Virgin 
Islands, reported on the special demon- 
Stration-teaching project underway with 
slow learning children. Miss Elsa Haglund, 
home economics officer for FAO in Rome, 
who is on loan to the Caribbean Commis- 
sion in Trinidad, spoke on “Education for 
Home and Family Living.” This paper 
was of particular interest to the delegates 
since Miss Haglund drew on her long ex- 
perience in the field to illustrate ways in 
which the family group could be strength- 
ened through improvements in physical 
living arrangements, better housekeeping 
and adequate and nutritious foods. The 
discussion following these papers brought 
out the inappropriateness of much of the 
education given children in various island 
schools. Textbooks, for example, are either 
European or North American and do not 
relate to the Caribbean scene. Teachers 
are either foreign, that is, from the mother 
country, or have received all or part of their 
pedagogical training there. The language 
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of instruction may not be the language 
spoken at home. And there is little being 
done by way of instruction in either the 
fine arts or the practical arts. Although 
much thought and study are being given to 
these problems it may be some years before 
suitable school systems are developed for 
the Caribbean. 

A public meeting on Saturday evening 
featured a panel discussion of “Mental 
Health in Public Health” with Mrs. Dolores 
G. LaCaro, director of the Mental Health 
Bureau of Puerto Rico as chairman. Dr. 
B. Caravedo, director of the Department of 
Mental Hygiene in Lima, Peru, Miss Ixia 
Sifontes, health educator for Puerto Rico, 
Dr. Rees and Dr. van den Berg served as 
speakers. In his presentation of the prob- 
lems encountered in dealing with the men- 
tal health of the large Peruvian Indian 
population Dr. Caravedo illustrated very 
clearly the tremendous task facing indi- 
viduals and organizations working in the 
areas of the world which are undergoing 
cultural, social and economic change. 

Sunday was a free day for delegates dur- 
ing which they were entertained at a 
barbecue, taken on island tours and other- 
wise given a chance to relax in Aruba’s 
famous sunshine and gentle breezes. 

The conference resumed on Monday in 
the general offices of the Lago Oil and 
Transport Company, Ltd., a Standard Oil 
Company (NJ) subsidiary, for a meeting 
with company executives on the problems 
of industrial mental hygiene.. Dr. van den 
Berg spoke on approaches in industry cur- 
rently utilized in the Netherlands. Dr. 
Bertram Schaffner, consultant to the United 
Nations secretariat, presented a paper sum- 
marizing preliminary findings from the 
current investigation of the mental health 
problems of U. S. citizens overseas. This 
research report was of special significance to 
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company officers inasmuch as Lago has 
about 550 U. S. expatriate employees ond 
their families. Dr. Rees closed this meeting 
with comments on management’s role in 
worker satisfaction and morale. 

The final public meeting, held Monday 
evening, was devoted to a panel discussion 
titled “What Is Mental Health?” The first 
description, given in a philosophical vein, 
was presented by Dr. A. Poslavsky, profes- 
sor of medical psychology at the University 
of Utrecht, Holland. Dr. Schaffner then 
spoke of mental health in terms of child 
development. Dr. Eric O'Neil, commis- 
sioner of health for the U. S. Virgin Islands, 
described mental health by means of an out- 
line of a community program. Dr. Rees 
concluded by stating some of the aims of 
the World Federation for Mental Health 
and telling of its work. 

The Tuesday session was given over to a 
series of short reports. Dr. R. M. Lloyd- 
Still, psychiatrist-in-charge at Barbados, de- 
scribed the open hospital plan which he has 
successfully developed. Dr. E. R. Henry, 
chief psychologist for the Standard Oil 
Company (NJ), reported on research in 
attitudes and on problems of communi- 
cating research findings to administrators. 
Dr. M. Despinoy spoke on his observations 
of schizophrenic patients in Martinique. 

At an earlier meeting, a committee under 
the chairmanship of Dr. L. F. E. Lewis, St. 
Ann’s Hospital, Trinidad, had been ap- 
pointed to study the feasibility of forming 
a Caribbean Federation for Mental Health. 
The conference adopted the committee’s 
report favoring the establishment of an 
interim steering committee pending a 
Second Caribbean Conference in the Virgin 
Islands in 1959. 

The concluding session on Tuesday 
evening was highlighted by a conference 
evaluation prepared by Dr. Schaffner. A 
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series of resolutions were also adopted by 
the delegates. 

Conference proceedings, which are now 
being prepared, will be published in the 
fall of 1957 through a grant from the Prins 
Bernhard Fund. Copies will be available 
at a nominal charge from the Aruba Society 
for Mental Health. 

Officers of the Aruba Society for Mental 
Health, which made the conference pos- 
sible, are Dr. Robert Turfboer, chairman; 
Dr. W. E. Kendall, vice-chairman; T. F. 
Hagerty, treasurer; M. Croes, first secretary; 
Rev. D. Evans, second secretary; Judge J. 
Schaafsma and Father J. A. N. Burge- 
meester, members-at-large. 


The Second International Congress of 
Group Psychotherapy convened August 
28-31 in Zurich. Plenary sessions, section 
meetings, workshops and small discussion 
groups reflected the many applications of 
group. psychotherapy—in a variety of 
settings and in different countries—to dif- 
ferent types of clinical problems, as well as 
its broader community and interdisciplinary 
implications for clinical psychiatry, social 
psychiatry, psychoanalysis, psychodrama, re- 
search, industry, education, social prophy- 
laxis and training. 

Special emphasis was laid on the use 
of group psychotherapy with children, 
adolescents, non-psychotic and_ psychotic 
adults, and on special problems in such 
settings as in-patient hospitals and out- 
patient clinics. Acting-out in group psycho- 
therapy received special attention in a 
section meeting. 

The congress is under the auspices of the 
International Committee of Group Psycho- 
therapy, which has representatives from 17 
countries. Its officers include J. L. Moreno, 
S. R. Slavson, W. Hulse and W. J. Warner of 








the U.S.A., J. Bierer of the UK and S. 
Lebovici of France, presidents; N. Becken- 
stein and R. J. Corsini of the U.S.A., H. 
Ezriel, S. H. Foulkes and T. P. Rees of the 
UK, Georges Heuyer of France, Hans Hoff 
of Austria, L. J. Hut of The Netherlands, 
E. E. Krapf of Argentina, K. R. Masani of 
India, Frisso Potts of Cuba, E. J. Rosen of 
Canada, C. A. Seguin of Peru, A. Sunier of 
The Netherlands and Nic Waal of Norway, 
vice-presidents. 


PUBLIC INFORMATION 


Two programs on mental illness and men- 
tal retardation have won for the public 
affairs department of the Columbia Broad- 
casting System and WCBS-TV a medical 
journalism award from the Albert and 
Mary Lasker Foundation. The prize-win- 
ning programs were the epochal “Out of 
Darkness” and “The Wassaic Story.” 

“Out of Darkness,” a landmark in public 
education about mental illness, was pro- 
duced in consultation with the National 
Association for Mental Health and the 
American Psychiatric Association. The 
CBS-TV network presented it for coast-to- 
coast audiences three times last year, and 
prints have since been screened by mental 
health associations and other civic groups 
all over the country. 

Roland H. Berg, medical and science 
editor of Look magazine, also won a Lasker 
award for a summary of the nation’s health 
published in an April issue last year. In 
discussing the problem of mental illness, he 
pointed out: “It is estimated that it would 
cost nearly $150,000,000 merely to train the 
additional professional people needed to 
give minimum standards of treatment.” 

Benjamin Franklin magazine awards 
went to John Bartlow Martin for his 
Saturday Evening Post series called “In- 
side the Asylum,” which appeared from 
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October 6 through November 10, and 
Gladys Denny Shultz for her Ladies’ Home 
Journal article in June 1956 on the mentally 
defective and retarded child. 


A new film (black and. white, sound, 35mm) 
called “A Comprehensive Treatment Pro- 
gram in Mental Retardation” has been 
completed at Pineland Hospital and is now 
available for nationwide distribution. In- 
terested professional groups, mental health 
associations and legislative bodies should 
contact the Director of Research, Pineland 
Hospital and Training Center, P. O. Box C, 


Pownal, Me. 
= * 7 


The National Association for Mental 
Health has produced a film designed to 
show lay audiences that fear, stigma and 
lack of public understanding are prevent- 
ing the discharge of many mental hospital 
patients. Grants totaling $19,000 from 
Sigma Beta sorority made possible the film’s 
production and the purchase of prints for 
use by state and local mental health asso- 
ciations and other community organiza- 
tions. The premiere will take place this 
month in Indiana under the joint auspices 
of Sigma Beta, the Indiana Association for 
Mental Health and the NAMH. 


The American Psychiatric Association is 
producing a public education film on the 
psychiatrist and his work. 


PUBLICATIONS 


In breaking a path for others to follow, the 
pioneer inevitably works himself out of a 
job as newcomers begin to cultivate the 
ground he first trod. That is now the fate 
of Understanding the Child, 27-year-old 
quarterly journal for teachers. It will cease _ 
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publication with the October issue, officials 
of the National Association for Mental 
Health have announced. 

For many years the magazine pioneered 
in providing educators with a better under- 
standing of mental health principles. It 
blazed the trail with such marked success 
that now at least seven periodicals stress the 
role of the schools in mental health. In 
recent years many articles of interest to 
teachers have appeared in MENTAL HYGIENE. 

Dr. W. Carson Ryan of Chapel Hill, 
N. C., long-time editor of Understanding 
the Child, will continue to serve NAMH in 
a new capacity as consultant on mental 
health education in the schools. He will 
officially represent the association at con- 
ferences of key educational groups and 
will continue to stimulate the publication 
by educational journals of articles about 
mental health. 


The volunteer is the subject of a new 
pamphlet published by the Adult Educa- 
tion Association of America. 

Working with Volunteers approaches the 
topic from several angles—from the stand- 
point of the professional staff member who 
works with and supervises volunteers, from 
that of the volunteer whose recruitment 
and training for a particular job give per- 
sonal satisfaction, from that of the recruit- 
ing agency and its responsibilities to those 
who volunteer and from that of the volun- 
teer who supervises other volunteers. 

Of particular interest is the pamphlet’s 
reference to the justly renowned education 
program of the St. Louis Mental Health 
Association. And of paramount value is 
the section on the role of the recruiting 
agency and the three sections on placement, 
training and supervision. 

Though the pamphlet’s authors represent 
other agencies, the principles they enunciate 
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are applicable, with appropriate modifica- 
tions, to the volunteer services of mental 
health associations. 

Working with Volunteers is available 
from the National Association for Mental 
Health for 60¢ a copy, with special rates for 
quantity orders. 


* * * 


A single announcement of a new booklet 
about emotional tensions brought requests 
for almost 140,000 copies in three weeks. 
Many hundreds of thousands will be dis- 
tributed this year, according to present 
estimates. 

The booklet, “How to Deal with Your 
Tensions,” is part of a year-round public 
information campaign sponsored by the 
Advertising Council on behalf of the 
National Association for Mental Health. 
It was written by Dr. George S. Stevenson, 
NAMH consultant, in collaboration with 
Harry Milt, public information director. 

The first announcement of the booklet 
appeared May 19 in This Week, Sunday 
magazine distributed by major newspapers 
throughout the country. News stories about 
it began appearing June 10. ‘These plus 
subsequent TV, radio, transit, newspaper 
and house magazine advertisements will re- 
sult in a deluge of requests for the booklet, 
its sponsors foresee. 

Free single copies now are offered street- 
car, bus and subway riders through car 
cards posted as a public service by national 
transportation advertising companies. Start- 
ing late in June, newspapers cooperating 
with the Advertising Council began to pub- 
lish advertisements suggesting that readers 
write for “How to Deal with Your Ten- 
sions.” Throughout the summer, local 
radio and television stations, networks and 
many of the commercially sponsored net- 
work programs joined in the campaign. 
At the same time, house magazines pub- 
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lished by some of the leading corporations 
cooperated by suggesting that their em- 
ployees obtain the booklet for their personal 
guidance. 

The booklet is sent to anyone writing to 
Better Mental Health, Box 2500, New 
York 1. Quantity lots will be sold at cost 
to industries and organizations wishing to 
distribute the booklet to employees or 
members. 

Although distribution of the booklet is 
an Advertising Council project, the Na- 
tional Association for Mental Health is 
bearing the cost of printing and distributing 
it. A $15,000 grant to NAMH from the 
Smith, Kline and French Foundation of 
Philadelphia helped to underwrite the first 
printing. 

Primary objective of the campaign, ac- 
cording to the Advertising Council, is to 
help contribute to the public’s understand- 
ing that mental illness and emotional dis- 
turbance, while top U. S. health problems, 
are: 


© Being dealt with more effectively than 
ever before. 

e Are illnesses like other illnesses, with no 
stigma attached. 

¢ Can be brought under still better control 
and with quicker cures through better un- 
derstanding by citizens and through more 
active support of organizations and groups 
working for the better mental health of all. 


A new publication providing statistics on 
various aspects of the nation’s #1 health 
problem—mental illness—has made its ap- 
pearance. It is the Fact Sheet of the Joint 
Information Service sponsored by the 
American Psychiatric Association and the 
National Association for Mental Health. 

Number 1 (March) contained an analysis 
of patient-employee ratios in public mental 
hospitals in all states from 1939 to 1955 and 
a series of tables on mental hospital expendi- 
tures, personnel inadequacies and the ad- 
mission and discharge of patients. 
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Number 2 (April) provided figures on the 
number and distribution of psychiatrists, 
and ratios of population to psychiatrists in 
1950 and 1956. 

Number 3 (August) was a round-up of 
statistical information about physicians in 
training in U. S. psychiatric centers. 

Aim of the Joint Information Service is 
to collect, edit and publish in the Fact 
Sheet a broad range of useful information 
on all aspects of training, treatment, re- 
search, prevention and operations in the 
fields of mental illness and health. The 
material will be organized in such a way as 
to be of maximum use to the APA and 
NAMH staffs, to psychiatrists, mental hos- 
pital and clinic staffs, to mental health as- 
sociations and other citizens’ groups, to 
public officials, legislators and others. 


The Arizona Republic received the Na- 
tional Mental Health Bell Award for 1956 
in ceremonies May 2 at the Arizona State 
Hospital. The award is given each year by 
the National Association for Mental Health 
to an American daily newspaper which dur- 
ing the preceding year makes an outstand- 
ing contribution to the fight against mental 
illness. The award consists of a bronze 
facsimile of the Mental Health Bell 
mounted on a walnut plaque. 

Special tribute was paid to reporter 
Ronald Silverman, whose notable series of 
articles on the hospital played considerable 
part in the newspaper’s achievement. Mrs. 
M. E. Harris, Jr., of Salt Lake City, NAMH 
regional vice-president who presented both 
honors, said: “The award committee found 
the selection of a single newspaper a very 
difficult task because of the excellence of 
most entries. Coverage was amazing—both 
as to quality and quantity. Some entries 
stressed the crusade for better mental hos- 
pital conditions. Others concentrated on 
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the community service and educational 
aspects of mental health. Still others con- 
cerned themselves primarily with legisla- 
tive campaigns for increased appropriations 
for new hospitals and improvement of exist- 
ing hospitals. Some devoted considerable 
space to the activities of the mental health 
associations. The award committee found, 
however, that one paper covered almost 
every aspect of the problem of mental ill- 
ness—and that was the Arizona Republic. 

“The committee also felt that the most 
highly laudatory personal commendation 
and congratulations should go to Mr. Sil- 
verman. His handling of the subject was 
exceptionally intelligent, informed and 
sensitive. His articles portrayed the plight 
of the mentally ill and the inadequacy of 
mental hospitals without resorting to sen- 
sationalism, name-calling or finger-pointing. 
The educational value of his series was im- 
mense. We are certain that as a result of 
the coverage by the Arizona Republic and 
particularly as a result of Mr. Silverman's 
work the people of Phoenix have a much 
better understanding of and sympathy for 
the plight of the mentally ill and the prob- 
lem of mental illness in general,” Mrs. 
Harris observed. 

Previous winners of the award have been 
the Austin (Texas) American Statesman, 
1956; Indianapolis Times, 1955; Hartford 
Courant, 1954, and Baltimore Sunpapers, 
1953, first year of the award. 

Factors considered in selecting the award- 
winning newspaper included dissemination 
to the public of mental health news, infor- 
mation and opinion; publicizing and edi- 
torial support of local, state and national 
mental health programs, objectives and 
fund drives; leadership in campaigns to 
secure new or improved mental health serv- 
ices for the prevention and treatment of 
mental illness and the advancement of good 
mental health. 





Interest in the problem of mental illness 
and in the work of mental health associa- 
tions is being stimulated among clergymen 
and leading laymen with the distribution 
of several thousand special packets com- 
piled by the Council for Social Action of the 
Congregational Christian Churches. The 
packets include Facts about Mental Illness, 
The Clergy and Mental Health, Minister- 
ing to Families of the Mentally Ill, Pastoral 
Help in Serious Mental Illness, What Every 
Child Needs for Good Mental Health, List 
of Mental Health Publications and Audio- 
Visual Aids and brochures describing Notes 
for After 50—all published by the National 
Association for Mental Health. 


A Psychiatric Glossary has been published 
by the American Psychiatric Association’s 
committee on public information. The at- 
tractive 56-page booklet defines in non- 
technical language the 500 words most fre- 
quently used in psychiatry. 

Mental health associations, writers and 
editors, lawyers, clergymen, health and wel- 
fare workers will find it helpful. The APA 
hopes it will be specifically useful to pre- 
medical and medical students and that it 
will help in introducing students of psy- 
chology, nursing and social work to psy- 
chiatric terminology. 

The glossary is available from the Na- 
tional Association for Mental Health, 10 
Columbus Circle, New York 19, for $1 a 
copy, with special rates for quantity orders. 


A strongly optimistic note on the prospects 
for continued success in the fight against 
mental illness was sounded by the National 
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Association for Mental Health in its annual 
report released recently. F. Barry Ryan, 
Jr., president of the organization, said in 
the report that mental hospital figures for 
the last year bore out the belief that a turn- 
ing point has been reached. 

“This belief was borne out quite dra- 
matically by the year-end figures for 1956 
which showed that in state and county men- 
tal hospitals (which care for about 90% of 
all the nation’s mental hospital patients) 
there had actually been a reduction of some 
7,000 resident patients during the year. 
This, we stress, was not just a deceleration 
but an actual reversal—the beginning, very 
likely, of a downward trend.” 

The tranquilizing drugs, said Mr. Ryan, 
played a significant role in this develop- 
ment. But, he added, there were many 
other important factors, including “the ex- 
tension of treatment instead of mere custody 
to a much larger percentage of the patients 
than in previous years. This means not 
only drug treatment but psychotherapy, 
shock therapy, recreational therapy, occu- 
pational therapy and other adjunctive 
therapies.” 

Mr. Ryan noted that during the year 
eight new state mental health associations 
and 50 new local mental health associations 
had been added to the roster of NAMH 
affiliates. The new state organizations were 
in Mississippi, Missouri, North Carolina, 
District of Columbia, Washington, Georgia, 
Wyoming and West Virginia. There are 
now 41 state and territorial affiliates and 
510 local affiliates. The joint fund-raising 
efforts of the affiliates and the national 
headquarters realized slightly more than 
$3,000,000—an increase of 25% over the 
previous year. 





A limited number of copies of the Pineland 
Hospital Bulletin—with papers on the re- 
tarded deaf and hard of hearing, rewards 
and punishments in a school for the men- 
tally retarded, and a comprehensive treat- 
ment program in mental retardation—is 
still available for $1 each from the Treas- 
urer, Frank D. Self Research Foundation, 
P. O. Box C, Pownal, Me. 


Construction of mental hospitals will soon 
be a thing of the past, according to the 
American Psychiatric Association. That is, 
if more up-to-date, more effective—and in 
the long run more inexpensive—means of 
dealing with community mental health 
problems are successfully put into use. 

This is the major finding of a recently 
completed mental health survey conducted 
for Pennsylvania by the American Psy- 
chiatric Association. Pennsylvania is the 
fifth state in the Union to have an APA 
survey of its entire mental health system 
and problems. 

A summary of the findings has been pub- 
lished as a booklet by Pennsylvania Mental 
Health, Inc., state affiliate of the National 
Association for Mental Health. 

The idea that a hospital is the only site 
of psychiatric treatment, or even the most 
important site, is becoming outmoded, ac- 
cording to the booklet. “Other forces 
directed at preventing mental illness and 
thus eliminating the necessity of sending a 
patient to a hospital are coming to the fore. 
If it is necessary to send a patient to a hos- 
pital, the time he had to spend there is 
being cut short. This is true for almost 
every type of patient,” the report stresses. 

Pointing out that great areas of Penn- 
sylvania have no psychiatric services at all 
and that most facilities are centered in the 
southeastern and western sections of the 
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state, the APA recommends a series of 
state-wide community services which would 
not only catch and cure many persons in 
the early stages of mental illness, but would 
eventually release many of those now over- 
crowding existing mental hospitals. Though 
some mental hospitals will always be neces- 
sary, most mental patients aren’t dangerous. 
Many now confined could lead useful lives 
in the outside world if they had the proper 
treatment and training and many others 
would not need to go to hospitals at all if 
given early diagnosis and help. 

The key to proper treatment, says the 
survey, is trained personnel. The APA 
recommends state subsidies to Pennsyl- 
vania’s medical schools for the training of 
psychiatrists and expansion of training 
plans for psychologists as well as for three 
times the present number of sociai workers. 

What positive action should Pennsyl- 
vania take? First, says the report, limit the 
building of new hospitals except for those 
already authorized, until new and bolder 
methods are tried. Second, work out a 
strong Pennsylvania plan to get people out 
of mental hospitals and help keep them 
out. Proposals include: 


Community mental health centers to serve 
as the backbone of a community’s mental 
health activities. Here the mentally ill 
could be screened and sent to the proper 
place for treatment; patients leaving men- 
tal hospitals could be watched and helped; 
older people could receive recreation and 
emotional support; hospitals and other 
agencies could work closely together. Pre- 
vention as well as cure would be integral in 
the community center’s program. Its aim 
would be to help people in all walks of life 
develop their own defenses against emo- 
tional illness. 


Branch hospitals where people—such as the 





elderly—who need continuing psychiatric 
supervision but limited services could live 
in a residential building away from the 
main hospital but still under its direction. 
These elderly people today occupy beds in 
mental hospitals that could be freed for pa- 
tients needing all of the hospital’s psy- 
chiatric facilities. 


Day hospitals where patients could receive 
the benefits of hospital treatment and ac- 
tivity during the day and return to the 
warmth and security of family life in the 
evening. 


Night hospitals where those who are able 
to work during the day could come to sleep 
and receive the same kind of intensive 
treatment and care at night that their 
counterparts receive in a day hospital. 
Ideally, one building could be used for 
both day and night hospitals, thereby 
doubling its use. 


Half-way houses located away from hos- 
pitals where those going into mental hos- 
pitals could get used to the idea and gain 
a better understanding of their illness 
(possibly even become cured to the extent 
that hospitalization would be unnecessary) 
and where those coming back out of mental 
hospitals could ease their adjustment to a 
life in the community. 


Foster homes where a competent housewife 
or couple would care for mental patients, 
including retarded children, who have no 
other place to go, thereby helping some 
communities which have no facilities. 

Other suggestions include the develop- 
ment of psychiatric divisions and rehabilita- 
tion services in general hospitals, sheltered 
workshops, and diagnostic and screening 
centers to speed the flow of patients toward 
the right treatment and cure. 

“These new ideas,” sums up the report, 
“make it possible to help people in emo- 


Notes and Comments 


tional difficulty in the earliest stages of 
their illness, when they are most apt to 
respond to treatment. They bring the care 
and treatment closer to home, where it is 
easier to get. They make the most of what 
the community can do best. They galvan- 
ize the goodwill of those who want to help 
others and turn it into a healing process.” 

The booklet is available from Pennsy]l- 
vania Mental Health, Inc., 1 N. 13th St., 
Philadelphia 7. 


AWARDS 


A record number of 130 mental hospital 
ward attendants have been named by the 
National Association for Mental Health as 
winners of its Psychiatric Aide Achievement 
Awards for 1956. The recipients—67 
women and 63 men—were selected from al- 
most 47,000 psychiatric aides who provide 
direct services to more than 300,000 pa- 
tients. They were nominated by co- 
workers, patients and visitors as most 
representative of the higher quality of care 
given to patients during the past year by 
ward personnel. 

Each winner received a gold pin and a 
certificate of achievement at a public cere- 
mony during Mental Health Week. This 
year’s presentations marked the 10th anni- 
versary of this program, designed to focus 
attention on the important role played by 
the psychiatric aides in the treatment and 
care of the mentally ill. 

Participating were 130 state, VA or other 
federal hospitals for the mentally ijl and 
mentally handicapped in 36 states and 
Washington, D. C. Each hospital selected 
its winner for his outstanding services to 
patients during 1956 or longer; for skill, 
initiative and imagination in discharging 
his duties; for exemplary kindness and de- 
votion to the patients in his care, and for 
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citizenship displayed in his off-duty activi- 
ties. 


’ 


Mrs. Marie Yegella, a teacher at New York’s 
Wassaic State School, won recognition May 
9 for her pioneering work with severely re- 
tarded children when she received the Gov. 
Charles E. Hughes Award in Public Ad- 
ministration. It is given annually by the 
American Society for Public Administration 
for significant achievements resulting in 
outstanding benefits or services, usually 
“beyond the call of duty.” 


GENERAL 


The San Francisco Council of Churches is 
launching a senior citizen project to stimu- 
late churches to set up neighborhood 
centers open to older adults of all faiths. A 
foundation grant will underwrite the proj- 
ect as a demonstration for 15 months. In 
1958-59 it will receive United Community 
Fund support. 


The council is training volunteers for the 
centers, indoctrinating them in the phi- 
losophy of working with older people, in 
group work techniques and in the skills of 
arts and crafts. The aim of the program is 
to appeal to older isolates and those who 
feel that life has passed them by, and to 
help them to develop new relationships. 


The Maine legislature has changed the 
name of Pownal State School to Pineland 
Hospital and Training Center. 


The North Shore Hospital for Psychiatric 
Treatment and Research in Winnetka, II1., 
is conducting a nation-wide questionnaire 
survey of the attitudes of lawyers, doctors, 
psychiatrists and social workers toward as- 
pects of the patient-psychiatrist relationship 
requiring a code of ethics or legislation. 

The institution, formerly known as the 
North Shore Health Resort, observed its 
57th anniversary April 1. 
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NATIONAL ASSOCIATION FOR MENTAL HEALTH, inc. 


Voluntary Promotional Agency of the Mental Hygiene Movement founded by Clifford W. Beers 


OBJECTIVES: 


The National Association for Mental Health is a coordinated citizens organization 


working toward the improved care and treatment of the mentally ill and handicapped; 
for improved methods and services in research, prevention, detection, diagnosis and 
treatment of mental illnesses and handicaps; and for the promotion of mental health. 
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